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obstetrics and gynecology section has been discontinued. 
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Chief and members of the Editorial Board of the obstetrics and gynecology section. 

And it is glad to announce that Dr. Henry N. Harkins, who has been Editor-in- 
Chief of the Quarterly Review of Surgery, from Baltimore and Seattle, since its 
establishment in 1943, will continue, as will the Associate Editor, Dr. Lloyd M. 
Nyhus, and the Editorial Board. 

In future issues the Quarterly Review of Surgery will expand its carefully chosen 
abstracts, continue the important editorial comments upon them, and present 
review articles. The publisher hopes that the “new” Quarterly Review of Surgery, 
having once again a single purpose, may continue to increase its usefulness to 
surgery in particular and medicine in general. 
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Structure of secreting mammary gland. Secretion from the free ends of the alveolar cells passes 


IN SUPPRESSION OF LACTATION 


into the lumen and is ejected by of the myoepithelial cells surrounding the alveoli. 
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. e gives “excellent” control of lactation 
e relieves pain and engorgement 
e reduces therapeutic complications 
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TOPICAL THERAPY 


INDICATIONS SIGNS & SYMPTOMS Rx 
A 
Senile Vaginitis Thin, excoriated mucosa; pro- 


(useful also in kraurosis vul- 
vae, urethral caruncles, labial 
adhesions in children) 


fuse, irritating discharge, often 
serosanguineous (may be pu- 
rulent, blood-tinged); pain, 
itching, burning. 


“Premarin, Vaginal Cream 
0.625 mg. conjugated estro- 
gens, equine/Gm., in a non- 
liquefying base. 


(Also contains spermaceti, cetyl al- 
cohol, white wax, glyceryl mono- 
stearate, propylene glycol mono- 


hy! ph 
Before and after vaginal surgery 
fate, glycerin, liquid petrolatum, 
in postmenopausal patients and FD&C yellow No. 5.) 
Vulvovaginitis Pruritus, burning; inflamma- “Premarin’, H-C Vaginal Cream 


(as an adjunct to anti-infective 
or other supportive measures) 


tory tissue reaction. 


0.625 mg. conjugated estro- 
gens, equine and 1.0 mg. hy- 
drocortisone (present as ace- 
tate)/Gm., in a nonliquefying 
base. 


(Also contains citric acid, sodium 
citrate, glycerin, spermaceti, cetyl 
alcohol, white wax, glyceryl mono- 
stearate, propylene glycol mono- 
stearate, methyl stearate, phenyl 
mercuric acetate, sodium lauryl sul- 
fate, liquid petrolatum and D&C 
orange No. 3.) 


Monilial Vasiniti 
(also as an adjunct in tricho- 
moniasis, alone or accom- 
panied by moniliasis) 


Mild to severe pruritus is pre- 
dominant symptom; little or no 
leukorrhea. NOTE: Monilial 
vaginitis is frequently asso- 
ciated with diabetes mellitus. 


“Vanay’ Vaginal Cream 
250 mg. Triacetin/Gm., in a 
nonliquefying base. 


(Also contains polyoxyethylene sor- 
bitan monostearate, glyceryl mono- 
stearate, silicon dioxide and titan- 
ium dioxide.) 


*Copies of this therapy guide — printed in 
a convenient reference form — are avail- 
able on request to Ayerst Laboratories, 
22 East 40th Street, New York 16, N. Y. 
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AYERST LABORATORIES New York 16, N. Y. Montreal, Canada 


VAGINAL 


THERAPEUTIC EFFECT 


‘DOSAGE 


AVAILABILITY 


tissue-building action 
of topical estrogen to help 
counteract senile tissue atro- 
phy. Prompt healing and en- 
hanced resistance to infection 
follow improvement in texture 
and vascularity of vaginal 
mucosa. 


Average dosage: 2 to 4 Gm. 
daily depending on severity of 
infection. NOTE: Use in atro- 
phic lesions of the vulva does 
not preclude necessity for care- 
ful diagnostic measures to 
eliminate possibility of neo- 
plasia. 


Facilitates healing; helps re- 
store atrophied, friable vaginal 
tissue to healthier, more nor- 
mal state, 


Average dosage: 2 to 4 Gm. 
daily approx. 10 days before 
and 10 days aftef surgery. 


Combination package: No. 874 | 
— Each contains 114 oz. tube 
with 15 disposable applicators. 
(Direction sheet for use also en- 
closed.) 


Anti-inflammatory and antipru- 
ritic effects of hydrocortisone 
provide prompt relief of initial 
distress; topical estrogen ex- 
erts specific action to elicit 
physiologic tissue response. 


Average dosage: 2 to 4 Gm. 
daily. Continue for at least 7 to 
10 days after symptoms sub- 
side. 


Combination package: No. 216 
—Each contains 1 oz. tube with 
15 disposable applicators. 


(Direction sheet for use also en- 
closed.) 


Provides prolonged, continu- 
ous antifungal effect without 
local irritation—through unique 
enzyme-controlled action. Re- 
stores physiologic pH favorable 
to normal vaginal flora. Non- 
staining, odorless. 


Average dosage: 2 to 4 Gm. 
intravaginally at bedtime. Dur- 
ing acute stage, apply twice 
daily (at bedtime and in the 
morning). Following response, 
continue bedtime application 
for a period of time to prevent 
recurrence, During pregnancy, 
recommended until 7th 
month.** 


Combination package: No. 204 
— Each contains 114 oz. tube 
with 15 disposable applicators. 
(Direction sheet for use also en- 
closed.) 


**Note: Occasionally a burning sensation follows the first few applications of “Vanay” Vaginal Cream, usually disappearing 
within a short period of time. This sensation, presumably emanating from the eroded surfaces as a result of fungus destruc- 
tion, may be indicative of effective therapy. During “Vanay” therapy, it is suggested that patients wear cotton undergarments 
wr a protective sanitary pad since “Vanay” is harmful or destructive to synthetic fibers such as Rayon, Nylon, or Dacron. 
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does the bowel take kindly to no-bulk diets? 


The bowel, designed to operate best under the stimulus of a bolus of waste, is 
seldom at rest under normal conditions. But the new bulkless liquid diets 
which have taken the country by storm, although they may be a useful 
road to weight loss, may also lead to constipation or bowel irregularities. 


Metamucil adds a soft, bland bulk to the bowel contents to stimulate normal 
peristalsis and also retain water within the stools to keep them soft anc 
easy to pass. Thus Metamucil, with an adequate water intake, will averi 
or correct constipation in the dieting patient. Metamucil also promotes 
regularity through “‘smoothage” in all types of constipation. 


Metamucil 


brand of psyllium hydrophilic mucilloid 


Available as Metamucil powder in 4, 8 and 16 oz. cans, 
or as the new lemon-flavored Instant Mix Metamucil in 
cartons of 16 or 30 measured-dose packets. 
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FOREWORD 


The Quarterly Review of Surgery provides a systematic plan, organized for the 
purpose of making available a concise and authoritative presentation of the current 
progress, trends, and attitudes in all branches of surgery and the surgical specialties. 
Compiled from every dependable source, this plan covers all state, national, and 
special journals as well as the bulletins and reports of the clinics and hospitals. 
Presented briefly but without sacrificing essential detail, these significant data are 
further enhanced by comments of the members of the Editorial Board, based upon 
the summarizing of their own clinical experiences as well as those of other recognized 
authorities. All data of the abstract section of the journal are classified and pub- 
lished under the following headings: 


1. Anesthesia and Analgesia 10—D. Stomach and Duodenum 
2. Preoperative and Postoperative 10—E. Intestines 
Therapy 10—F. Appendix 
3. Tumors 10—G. Liver and Biliary Tract 
4. Neurosurgery 10—H. Pancreas 
5. Head and Neck 10—I. Spleen 
6. Plastic Surgery 11. Proetology 
7. Thyroid and Parathyroid 12. Genitourinary Surgery 
8. Thoracic Surgery 13. Gynecologic Surgery 
9. Breast 14. Vascular Surgery 
10. Abdominal Surgery 15. Orthopedic Surgery 
10—A. Abdominal Wall 16. Traumatic Surgery 
10—B. Hernia 17. Miscellaneous 
10—C. Peritoneum 18. Book Reviews 


It is believed that this outline will assist the reader to quickly locate articles 
of current interest and will prove most helpful in making readily available the 
references necessary in the compilation of bibliographies on surgical subjects. 
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abstracts 


ANESTHESIA AND ANALGESIA 


94. Anesthetic Hazards of Obesity. ALFRED J. CATENACCI, JOHN D. ANDERSON, AND 
DALE BOERSMA, Philadelphia, Pa. J.A.M.A. 175:657-665, Feb. 25, 1961. 


Obesity is one of the greatest problems in preventive medicine today in the 
United States. Clinical experience substantiates the fact that obesity increases 
the risk of anesthesia and surgery. The anesthetization of the obese surgical 
patient has always presented certain hazards that the anesthesiologist has viewed 
with great concern. Although the mortality rate in the obese surgical patient is 
not markedly increased, reports of deaths on the operating table and in the im- 
mediate postoperative period, without apparent explanation, have appeared in the 
literature recently. One thousand obese surgical patients were studied in order 
to determine what hazards might be anticipated with anesthetization, particu- 
larly the extremely obese, often described as the Pickwickian type. The arbitrary 
definition of an obese patient adopted by us has been, namely, a patient weighing 
at least 200 pounds (90 Kg.), and less than 5 feet, 6 inches, in height. Because of 
the hypothesis that the obese patient has a mechanical resistance to breathing in 
maintaining adequate ventilation, several ventilatory tests were performed in 25 
obese patients without evident pulmonary disability. The results of our study 
showed that hazards might be grouped into two classes, mechanical and physi- 
ological. The mechanical hazards tax the skill of the anesthetist, and the physi- 
ological hazards interfere with respiratory and circulatory functions during and 
after anesthesia. Hazards were grouped into the preoperative, operative, and 
postoperative periods. The operative hazards were associated with venipuncture, 
endotracheal intubation, and lumbar puncture. The operative hazards included 
such problems as anesthetic management during intravenous, inhalation, and spinal 
anesthesia. The difficulties encountered during intravenous anesthesia were over- 
dosage and laryngospasm. Because of deficiencies in the mechanics of breathing 
during inhalation anesthesia, the obese patient usually developed hypoventilation, 
hypercapnea, and hypoxia with inadequate muscular relaxation. The ventilatory 
studies showed a greater decrease in pulmonary function in the obese as compared 
to the nonobese in the postoperative period. Added precautions in the recovery 
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room were needed to ensure adequate ventilation in the obese. Spinal anesthesia 
poses two definite hazards in obesity, the first having to do with trauma of lumbar 
puncture and the second with the controllability of the level of spinal anesthesia. 
How can we avoid some of the hazards of anesthesia in the obese patient? Ideally, 
if the surgery is an elective procedure, the patient should be placed on a diet, in 
order to lose a considerable amount of weight. Studies have shown that pulmonary 
function tests show a marked improvement after patients lose weight. If dieting 
is not possible, the services of a competent anesthetist, who might anticipate and 
properly manage the anesthetic hazards of obesity, should be sought. 7 references. 
4 figures. 1 table——Author’s abstract. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


95. Pancreatic Dornase Aerosol in Postoperative Alelectasis. EUGENE E. CLIFFTON 
AND CARLO E. Grossi, New York, N. Y. Am. J. Surg. 100:447-454, Sept., 
1960. 


One hundred and twelve patients with atelectasis or other serious pulmonary 
complications of surgery were treated with pancreatic desoxyribonuclease in an 
aerosol form, prepared from bovine pancreas. It has been found to be nontoxic 
as an aerosol and effective in liquefying thick secretions and plugs that are adherent 
to mucosa in more than 300 patients. Of the 112 patients with atelectasis so 
treated, there was complete relief in 91 and definite improvement in 13 within 
48 hours; only 8 patients (7 per cent) failed to show improvement. Of the 112 
patients, 43 had major atelectasis, 25 of whom were patients who had undergone 
thoracic surgery; the remaining 18 had had abdominal surgery. Thirty-six of 
the 43 patients had complete relief of atelectasis, and 3 showed marked improve- 
ment. All these patients had had the usual methods of treatment, i.e., steam, 
Alevaire, potassium iodide, nasotracheal aspirations, and antibiotics, without 
relief, prior to treatment with pancreatic aerosol. Improvement occurred rapidly 
within 48 hours of the onset of therapy. There was no evidence of bronchial 
fistula in the postoperative pulmonary resections during or after the administration 
of the aerosol. Of the 69 patients with other serious pulmonary complications, 
including bronchopneumonia, segmental atelectasis, and obstructive bronchitis, 
there was definite improvement in 94 per cent in 48 hours with pancreatic aerosol 
therapy. Usually 100,000 units of pancreatic desoxyribonuclease are dissolved in 
2 ml. of saline and given in aerosol over 10 minutes. The solution must be pre- 
pared just prior to use. At present this pancreatic preparation is the most useful 
enzyme available in the management of postoperative atelectasis, chronic broncho- 
pulmonary diseases with thick secretions, and tracheitis sicca. 22 references. 
8 figures. 3 tables.—Author’s abstract. 


Liquefaction of thick secretions and the loosening of plugs in the bronchi constitute 
one major goal in the treatment of alelectesis. The use of an enzyme for this purpose 
is rational, and should be beneficial if it is nonirritating. Another major goal in 
treatmeni is the encouragement of deep breathing and coughing, in order to eliminate 
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the offending material. Critical evaluation of the beneficial effect of this pancreatic 
desoxyribonuclease preparation should include a similar series of patients (most of 
them improve), who had no aerosol therapy and a series who receive aerosol with saline. 
Some of the improvement might have been caused by the extra attention to breathing 
and coughing incident to the use of the apparatus, independent of the material in the 
nebulizer.—Edwin H. Ellison. 


96. Analysis of 600 Major Operations in Patients over 70 Years of Age. PAUL Ww. 
HERRON, JOHN E. JESSEPH, AND HENRY N. HARKINS, Seattle, Wash. Ann. 
Surg. 152:686-698, Oct., 1960. 


During the period from January 1, 1955, to December 31, 1958, inclusive, at 
King County Hospital in Seattle, 600 major operations (abdominal, major vascu- 
lar, and radical breast operations) were performed in patients more than 70 years 
of age. The oldest patient was 102, and the average age was 78.3 years. The 
majority of these patients had other intercurrent diseases, e.g., 49.8 per cent had 
some form of cardiac disease, and 43.1 per cent had abnormal electrocardiograms. 
Although the crude mortality for the series was 20.5 per cent, certain groups show 
low mortality figures. Benign small bowel obstruction, for example, was asso- 
ciated with a mortality of 9.7 per cent, and elective biliary tract surgery was ac- 
complished with 7.7 per cent mortality. The effects of associated physiologic 
abnormalities of the aged are discussed with reference to morbidity and mor- 
tality. Although exact comparisons are not possible, these results are compared 
to those from other large centers and their significance commented upon. 10 
references. 2 figures. 11 tables.—Author’s abstract. 


The experience reported by these authors parallels my experience at the Milwaukee 
County Hospital. It was of particular interest that sepsis played a major role as a 
cause of death, which is most likely related to impaired blood supply. Certainly 
simple and meticulous surgical procedures are a must in the elderly patient. Finally, 
this study suggests that the incidence of complications and deaths from cardiovascular 
disease may well be less following prompt and adequate surgery than would be the 
case for these same diseases treated conservatively —Edwin H. Ellison. 


97. Postsurgical Staphylococcic Infections—Oultbreak Traced to an Individual 
Carrying Phage Strains 80/81 and 80/81/52/52A. ANDRE J. NAHMIAS, JOHN 
T. GODWIN, ELAINE L. UPDYKE, AND WILLIAM A. HOPKINS, Atlanta, Ga. 
J.A.M.A. 174:1269-1275, Nov. 5, 1960. 


An outbreak of 13 postoperative infections occurring in thoracic surgery was 
traced epidemiologically to an asymptomatic carrier, a surgeon. Six of these in- 
fections, where cultures were available for phage typing, were found to be of the 
80/81 phage type, and all but one of the 13 cultures obtained had the same anti- 
biogram, resistance to penicillin, chlortetracycline, and erythromycin. The sur- 
geon was found to carry, in his nose and on his face and hands, both the 80/81 
and 80/81/52/52A strains of staphylococci, with antibiograms similar to those 
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cultured from the lesions of the patients. Removal of the surgeon carrier from 
patient contact stopped the infections. When the surgeon was no longer a carrier, 
he rejoined the original operating team. There were no further infections for a 
period of seven months, until two infections with an epidemic staphylococcal 
strain occurred in 2 more thoracic surgical patients. The same surgeon was again 
implicated as the most likely source. 20 references. 6 tables.—Author’s abstract. 


The report of these authors is timely and serves to re-emphasize the importance of 
effective use of epidemiologic studies of hospital-acquired staphylococcal infections, the 
role of the dangerous asymplomalic carrier of virulent staphylococci as a potential 
reservoir of hospital infections, and the difficult problem of the management of such 
carriers. 

A major difficulty in prevention and control of hospital-acquired infections centers 
around the failure to recognize or to accept the responsibility of the problem of the 
dangerous carrier. This is particularly important in regard to the persistent asympto- 
malic carrer of type 80/81 staphylococci, strains of which are, by premise, universally 
considered to be endowed with enhanced pouers of communicability, virulence, and 
drug resistance. It is unfortunate but nevertheless true that the only effective measure 
applicable to such carriers appears to be their removal from duty. Failure to enforce 
such a policy can well result in jeopardizing patient welfare and in preventing the 
control of spread of infection. As the situation stands today, the role of the asympto- 
malic carrier of virulent staphylococci is second to none in the field of epidemiology, 
prevention, and control of infectious disease, including that of the typhoid carrier.— 
Edwin H. Ellison. 


98. Fibrinolyltic Agents in Surgical Practice. Their Role as an Adjunct to Surgical 
Treatment of Thromboembolic Disease in 37 Patients. WILLIAM G. ANLYAN, 
DONALD SILVER, HUGO L. DEATON, LYNN FORT, III, AND JANET L. WEBSTER, 
Durham, N.C. J.A.M.A. 175:290-292, Jan. 28, 1961. 


In 37 patients with acute arterial and venous thromboembolic disease, fibrino- 
lysin therapy has proven to be a useful and safe addition to the antithrombotic 
armamentarium. Fresh clots of less than 48 hours’ duration have been lysed. 
The fibrinolytic therapy should be followed by heparinization to prevent recurrent 
thrombosis. Fibrinolytic therapy should be regarded as an adjunct to well-estab- 
lished vascular surgical procedures. It is not a substitute for adequate surgical 
care. 1 reference. 2 tables.—Author’s abstract. 


TUMORS 


99. Surgical Treatment of Pulmonary Metastases from Malignancies of the Genito- 
urinary Organs. MELBOURNE H. LENT, WILLIAM J. STAUBITZ, IMRE V. MAGOSS, 
AND CHARLES A. ROsS, Buffalo, N. Y. J. Urol. 84:746-752, Dec., 1960. 


Surgical treatment of pulmonary metastases from cancer of various organ systems 
has proved to be a valuable addition to the treatment of cancer. The presence of 
one or two metastatic nodules should evoke an all-out effort to completely eradicate 
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the cancer. At the Roswell Park Memorial Institute in Buffalo, New York, 8 
patients with cancer of the genitourinary tract had pulmonary resections to treat 
the metastases from these tumors. Six of these patients were alive and well 8 to 
75 months after their lung operations. Of these, 2 had had teratocarcinomas of 
the testis, 3 embryonal carcinomas of the testis, and 1 a Wilms tumor of the kidney 
(a child). The 2 unsuccessful cases were a Wilms tumor and a transitional cell 
carcinoma of the bladder and kidney pelvis. One of the patients with terato- 
carcinoma had a retroperitoneal gland dissection showing no positive nodes. He 
later had two craniotomies, a pneumonectomy, and a bowel resection to remove 
metastases from his testicular tumor. He has been free of disease for more than 
five years. Another patient who had bilateral cryptorchidism repaired in child- 
hood developed an embryonal carcinoma in his left testis. He had positive retro- 
peritoneal lymph nodes and a pulmonary metastasis that were removed surgically. 
He later developed a seminoma in his right testis. He remained free of disease 
for 314 years but now has cervical node metastases from his embryonal carcinoma. 
The indications for pulmonary surgery of metastasis are as follows: The original 
lesion must be under control. Any other metastases must have been removed or 
surgically operable. The metastasis must be so located that it is amenable to 
resection. The practicality of lung surgery should be evaluated when the lung 
metastasis is first noted rather than allowing a prolonged period of observation. 
11 references. 8 figures. 1 table-—Author’s abstract, 


Desperate diseases require desperate remedies. Before deciding to operate on a 
metastasis the surgeon needs to be reasonably sure that there is no other spread. Too 
often this has proved a vain hope.—F. H. Bentley. 


NEUROSURGERY 


100. Pulmonary Embolism as a Cause of Death in the Neurosurgical Patient. NicH- 
OLAS WETZEL, MARION C. ANDERSON, AND THOMAS W. SHIELDS, Chicago, Ill. 
J. Neurosurg. 17 :664—668, July, 1960. 


To determine an incidence of fatal pulmonary embolism in the postoperative 
neurosurgical patient, almost 8000 records in the Neurosurgical Library of North- 
western University Medical School were reviewed. Of 6065 patients included in 
the study, operative deaths occurred in 599 patients, a mortality rate of 9.8 per 
cent. Pulmonary embolism demonstrated at autopsy was judged to be the principal 
cause of death in 18 patients, 3 per cent. The frequency was thus approximately 
the same as in the general surgical population. The impression from the study 
was that reduced activity both in the pre- and postoperative period and perhaps 
associated respiratory complications were important factors in the problem. Pre- 
vention of venous stasis in the leg veins and prevention or prompt correction of 
pulmonary complications were stressed as possible prophylactic measures. 7 refer- 
ences. 3 tables.—Author’s abstract. 


Some have felt that pulmonary embolism occurs less frequently in neurosurgical 
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patients than in a general surgical population. On the basis of the data reported here, 
this would appear not to be the case—A. A, W., Jr. 


HEAD AND NECK 


101. Experiences with Squamous Carcinoma of the Lip with Special Reference to the 
Role of Neck Dissection. DAVID LYALL AND ROBSON N. GRIER, New York, 
N. Y. Ann. Surg. 152:1067-1070, Dec., 1960. 


The authors have reviewed historically the policies used in a series of cases be- 
ginning in 1917 and totaling some 670 cancers of the lip. In earlier years the disease 
was much more advanced than subsequently. Treatment throughout was pri- 
marily surgical with varying degrees of aggressive attention to the cervical nodes. 
Prophylactic node dissections were done under certain circumstances, with 14 
per cent of these earlier cases showing cryptic cervical metastases. One hundred 
twenty-four cases seen prior to 1953 were reviewed by the authors. In 65 of these 
patients in whom prophylactic dissections were done, only 4 (6 per cent) showed 
histologically positive nodes and only 11 per cent of the whole series showed 
cervical node involvement. Cases are being seen at a much earlier stage than previ- 
ously. The series was compared with that of Modlin, whose treatment was similar 
but who did no prophylactic dissections. The net and absolute five year arrest 
rates in these two series were almost identical. It was therefore concluded that, if 
follow-up patient control is efficient, prophylactic node dissection is unnecessary. 
10 references. 3 tables—Author’s abstract. 


The conclusions of the authors to the effect that prophylactic neck dissections are not 
indicated in cancer of the lip are in agreement with the experience of others throughout 
this country. Al a time when neck dissections are being more widely employed with 
primary tumors of the tongue, floor of mouth, etc., in the absence of clinical evidence 
of disease (prophylactic neck dissections) the lip is still an exception to this trend.— 
H. Mason Morfit. 


102. Bilateral Radical Neck Dissection. LOUIS ROSENFELD AND J. KENNETH JACOBS, 
Nashville, Tenn. Surgery 49:359-364, March, 1961. 


A brief introduction discusses the historical background of bilateral radical neck 
dissection, both in two stages and those performed simultaneously at one operation. 
It has been demonstrated conclusively that both these operations are feasible. 
The fear of increased intracranial pressure with cerebral hemorrhage, coma, and 
death subsequent to ablation of both internal jugular veins is unwarranted; this is 
an extremely unusual] sequela. Clinical experience with 24 patients undergoing 
such operations is discussed. A two stage operation was performed on 18 of these 
patients and one operation on 6. One case, the exception which proves the rule, is 
presented and discussed in some detail. This patient died on the third postopera- 
tive day, and necropsy revealed intracranial hemorrhages. Of the 20 patients, 12 
were dead and 12 were still living from six months to more than five years after 
surgery. Without the aid of radical surgery, there is little doubt that all 24 pa- 
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tients would have died and with local disease. Thus in properly selected cases 
this procedure not only offers the possibility of cure, but also, when not curative, 
will frequently prevent a horrible death from ulcerating carcinoma in the neck. 
14 references. 4 figures. 4 tables.—Author’s abstract. 


A clear distinction should be made between doing a bilateral neck dissection versus 
doing it at intervals of six weeks or more. Fortunately in most instances it is possible 
to stage the two operations, a classical instance being that of a patient with cancer of the 
tongue who is treated in one year with a neck dissection for cervical metastasis on the 
right side and a year or two later for a node on the left side. There are a few instances 
where the patient presents with bilateral disease in which simultaneous neck dissection 
bilaterally must be carried out. This is a formidable procedure, the risk of which 
compares in no way with that involved in the staged operations. The statement that 
the fear of increased intracranial pressure with cerebral hemorrhage, coma, and death 
subsequent to ablation of both internal jugular veins is unwarranted is not borne out 
by the case reported in the text in which the patient expired on the third postoperative 
day and necropsy revealed intracranial hemorrhages. In a total of 6 cases of simul- 
taneous bilateral neck dissection one death in the authors’ series resulted from this 
cause. However, the paper constitutes a welcome addition to the rapidly growing 
information on what can be expected as a result of the bilateral radical neck dissection 
in terms of salvage from death from cancer, postoperative complications, and im- 
mediate postoperative deaths —H. Mason Morfit. 


THYROID AND PARATHYROID 


103. “Successful” Implantation of Heterologous Parathyroid Tissue in Man. 3. 
ENGLEBERT DUNPHY AND STANLEY W. JACOB, Portland, Ore. New England 
J. Med. 264:371-374, Feb. 23, 1961. 


Heterologous parathyroid tissue was transplanted to a woman, 49 years of age, 
who had been hypoparathyroid for eight years. An excellent response was ob- 
tained, as judged by remission of symptoms and elevation of the levels of serum 
calcium. However, microscopic examination of the transplant revealed no his- 
tologically identifiable parathyroid cells and the biochemical response of the pa- 
tient to a calcium infusion was characteristic of hypoparathyroidism. It is postu- 
lated that the transplant led to improved adaptation of the patient to her hypo- 
parathyroid state. 15 references. 5 figures.—Author’s abstract. 


Problems in calcium metabolism resulting from inadvertent removal of the para- 
thyroid glands in the course of extirpating a malignant lesion of the thyroid gland and 
following operations removing extensive involvement of the gland by thyroiditis remains 
a significant one. Its incidence in some series ranges as high as 20 per cent. Many 
such individuals will eventually compensate for the parathyroid deficit presumably by 
compensatory hypertrophy of remaining glands. There remains a small group in 
whom the complication remains of major importance. This paper contribules further 
information to one attractive approach to the problem: heterologous transplants. Al- 
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though subsequent microscopic examination seems to indicale that the transplants had 
not actually survived, from a practical point of view the patient was greatly benefited. 
We would welcome the results of more studies along the same line to see whether in a 
larger series of cases similar results could be obtained ——H. Mason Morfit. 


THORACIC SURGERY 


104. Problems of Oesophagitis—Different Types, and Their Surgical Repair. 8. B. 
WULFF AND A. MALM, Malmo, Sweden. Acta chir. Scandinayv. 120:3-11, 1960. 


Esophagitis is not a clinical entity but a group of conditions of widely varying 
origin. Three different types of esophagitis can be distinguished: reflux, stercoral, 
and corrosive esophagitis. The commonest type, which is also of greatest clinical 
interest, is reflux esophagitis, which may occur in any condition in which gastric 
or intestinal contents can regurgitate into the esophagus. This is only possible if 
the closure mechanism of the cardia is disturbed (as in sliding hiatus hernia), as a 
result of some surgical methods in achalasia (esophagogastrostomy after the method 
of Heyrowsky or Marwedel-Wendel), or after surgical removal of the cardiac region 
followed by esophagogastrostomy. The authors’ basic principle in the surgical 
treatment of these conditions is to avoid, as far as possible, interference with the 
hiatus and cardioesophageal region. Sliding hiatus hernia, which is the commonest 
cause of reflux esophagitis, is corrected by a plastic operation that in principle re- 
constructs the incisura cardiaca, from which a spur is formed. The fundus of the 
stomach is attached to the diaphragm, and finally the hiatus is narrowed to suitable 
size. This reconstruction of the mechanical valvular function, which is an im- 
portant part of the complicated closure mechanism of the cardia, has proved to be 
followed by very few recurrences. Achalasia of the esophagus is now operated on 
according to Heller’s myotomy method, which restores a good passage through 
the cardia but, in contradistinction to the methods of Marwedel-Wendel and 
Heyrowsky, which the authors have now abandoned, is not followed by regurgi- 
tation of gastric contents in the esophagus. In cases where resection of the cardia 
and total gastrectomy is necessary, a direct anastomosis between the esophagus 
and the remaining stomach or duodenum is now avoided because of complicating 
reflux esophagitis. Instead, a method with interposition of a jejunal segment as 
a buffer is used and recommended. Stercoral esophagitis is caused by protracted 
stagnation of foodstuffs in the esophagus and is mostly seen in achalasia where it 
causes a usually mild, superficial esophagitis that heals spontaneously when the 
obstructing factor is removed. Corrosive esophagitis, which is the result of injury 


by chemical agents, falls beyond the scope of this paper. 17 references. 6 figures. 
—Author’s abstract. 


105. Cancer of the Artificial Esophagus: Partial Resection and Esophageal Replace- 
ment by Transplant.from the Ileam. zpzISLAW JEZIORO, ZENON ZIMMER, AND 
STANISLAW PIEGZA, Wroclaw, Poland. Surgery 48:828-837, Nov., 1960. 


Two patients with cancer of the artificial esophagus are reported. One of the 
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patients developed carcinoma planocellulare keratodes of the skin lining the artifi- 
cial esophagus 31 years after the reconstructive surgery, according to Yianu- 
Rutkowski. The cancer was diagnosed only after the formation of a fistula. In 
the second patient, in whom a neoplasm occurred 17 years after the construction 
of a new esophagus by means of the cutaneous tube and jejunum, the diagnosis 
was made earlier on the basis of such symptoms as itching, burning, and bleeding 
from the cutaneous tube, the presence of a palpable nodule, and radiological find- 
ings. The treatment consisted in radical resection of the cancer along with the 
cutaneous tube and the replacement of the defect by means of a transplant from 
the ileum. In the first patient the esophagus was transferred to the anterior 
mediastinum; in the second it was left under the skin in view of patient’s age 
(62 years). 

Morphological studies of the skin lining the artificial esophagus revealed great 
changes in the cells of many-layered epithelium; the cells showed abnormal pro- 
liferation, haphazard arrangement, and vacuolar degeneration. Macroscopic ap- 
pearance of the skin was suggestive of the precancerous stage. These changes 
seem to be caused by the effect of nonphysiologic stimuli such as all sorts of food 
and, above all, gastric juice. On the basis of these findings, the authors feel that 
the skin and intestine, or gastric tube and skin, should not be used in the recon- 
structive surgery of the esophagus; when skin has been used, the cutaneous part 
of the esophagus should be resected and the defect replaced by the intestine. 
8 references. 12 figures.—Author’s abstract. 


The current vogue for colon transplants as esophageal substitutes raises the problem 
of eventual cancer of the intrathoracic colon. Will this be treated by colonic specialists? 
—M. M. R. 


106. Changes in Blood-Coagulation Due to Perfusion for Cardiac Surgery. N. G. 
ROTHNIE, A. G. NORMAN, MURIEL STEELE, AND J. B. KINMONTH, London, 
England. Brit. J. Surg. 48:272-281, Nov., 1960. 


The changes in selected clotting factors were studied in 30 experimental and 8 
clinical perfusions of less than 1 to 114 hours’ duration and in 1 patient of 2144 
hours’ duration. A series of simple and rapid tests suitable for routine application 
in practice were carried out, with the main emphasis of the tests on the detection 
of unneutralized heparin and fibrinogen depletion after perfusion. The complete 
neutralization of heparin was achieved in all cases by using polybrene in a dose of 
1 to 1.5 mg. for each mg. of the heparinizing dose. 

In perfusions of less than 1 to 114 hours, the average platelet count after by-pass 
was about 70 per cent of the preperfusion level and the fibrinogen concentration 
was about 85 per cent. These changes bore no direct relationship to the duration 
of perfusion. None of the patients showed abnormal bleeding after by-pass. The 
patient perfused for 2144 hours developed abnormal bleeding due to fibrinogen 
destruction, which was successfully corrected by the infusion of human fibrinogen. 
The rapid detection of clotting defects by these tests allows appropriate treatment 
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of any abnormal oozing to be given quickly, thus reducing the risks of such oper- 
ations. 46 references. 3 figures.—Author’s abstract. 


107. The Value of Periodic Mass Chest Roentgenographic Surveys in the Detection 
of Primary Bronchial Carcinoma in Norway. HERMAN HOST, Oslo, Norway. 
Cancer 13:1167-1184, Nov.—Dec., 1960. 


During the period January 1, 1952, to July 1, 1956, about 10 per cent of the 
new cases of primary bronchial carcinoma in Norway were detected by means of 
chest roentgenographic surveys. About one third of these patients already had 
symptoms when the survey examination was made. Resection was performed 
twice as frequently among the survey-detected cases as it was among the others. 
In the two groups, the five year survival rate was the same, or 37 per cent among 
the patients who had resections. There was no significant difference in the dis- 
tribution of histological tumor types in the survey-detected cases as compared 
with the cases diagnosed on the basis of symptoms. About 64 per cent of the 965 
patients with primary bronchial carcinoma had had previous chest roentgenographic 
survey examinations. In 81 cases, review of earlier photofluorograms from these 
patients revealed changes in the region in which the tumor later manifested itself. 
These changes had either been overlooked or misinterpreted at the original reading 
or the follow-up examinations. These alterations were present in some cases for 
several years before the tumor gave symptoms and the diagnosis was made. On 
the other hand, no changes were found in the review of the photofluorograms of 
of 98 patients who had been examined 3 to 24 months before the diagnosis was 
made. The duration of the silent phase of bronchial carcinoma varies from case 
to case, largely depending on the site of the tumor, its histological type, and the 
biological degree of malignancy. In many cases, the tumor is hardly demon- 
strable roentgenologically in this phase. 17 references. 13 figures. 18 tables.— 
Author’s abstract. 


108. A Method for the Closure of Surgical Pulmonary Incisions with Electrocoagu- 
lation. STUART M. POTICHA AND F. JOHN LEwIs, Chicago, Ill. J. Thoracic 
& Cardiovasc. Surg. 47:105-113, Jan., 1961. 


It is well recognized that when subsegmental resections are performed on the 
lungs, the conventional methods of closing these wounds result in constriction 
and limitation of the remaining lung tissue. With this in mind, an experiment was 
devised in an effort to effect an adequate airtight and hemostatic seal on surgical 
wounds of the lung, at the same time compromising as little normal lung tissue as 
possible. There were 31 operative procedures performed in this study. After oc- 
cluding the root of the lobe to be operated upon, a superficial part of the lobe was 
removed. Some of the largest bleeding vessels were tied, and then the raw surface 
was cauterized with electrocoagulation. After the area had been carbonized, the 
clamps occluding the root were removed and the lobe reinflated. If air leaks 
appeared in the cauterized area, they were easily sealed with the electrocautery 
tip. The healing process was observed from 1 to 24 weeks. As a general pattern, 
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the cauterized surface became adherent to the parietal pleura or adjacent lung 
and a fibrous scar developed quite rapidly. The lung deep to the scar appeared to 
remain functional. 

The results of these procedures were striking in that there were no cases of sec- 
ondary hemorrhage. Only 1 patient evidenced a postoperative air leak, despite 
the fact that no postoperative chest drainage was used. Other causes of death 
were pneumonia, atalectasis, and empyema. Although the authors are not able 
to state definitely that this method of closing pulmonary wounds decreases the 
amount of constriction, it is evident that in most cases the lung scarring due to 
electrocoagulation does not appear excessive. They believe that the technique 
may improve segmental and subsegmental resections and that its trial in man 
is justified. 16 references. 8 figures. 3 tables.—Author’s abstract. 


It would be surprising if this increased tissue destruction resulted in less scarring 
and infection —M. M. R. 


109. A Report of Fifteen Patients with Traumatic Rupture of the Thoracic Aorta. 
F. C. SPENCER, P. F. GUERIN, H. A. BLAKE, AND H. T. BAHNSON, Baltimore, Md. 
J. Thoracic and Cardiovasc. Surg. 47 :1-22, 95-104, Jan., 1961. 


Seven patients with traumatic rupture of the aorta were seen shortly after in- 
jury, and 8 were seen with traumatic aneurysms months or years after injury. 
Only 1 of the 7 patients seen soon after injury survived, with the high mortality 
usually due to delay in diagnosis. Surgical repair of the injury was attempted in 
2 patients and was successful in 1. All injuries resulted from automobile accidents 
and were located just distal to the left subclavian artery. The symptoms and signs 
were of no diagnostic significance, but a wide mediastinal shadow was seen on 
roentgenograms in all patients and is of great diagnostic significance. Emergency 
aortography confirmed the diagnosis in 1 patient and should be used more fre- 
quently. Patients living more than a few weeks after aortic injury develop an 
aneurysm but rarely hemorrhage from rupture of the aneurysm. Eight such pa- 
tients were treated by excision and replacement by a plastic prosthesis, and the 
distal circulation was supported with left atrial-femoral artery by-pass. There 
was one operative death. Because of the slow rate of growth of these aneurysms 
and the rarity of rupture, observation is safe if the lesion is small and asymptomatic. 
40 references. 10 figures. 2 tables.—Author’s abstract. 


110. Early Secondary Thoracotomy Following Pulmonary Resection. FREDERICK 
W. MARX, JR. AND JOHN D. STEELE, Los Angeles and San Fernando, Calif. 
J. Thoracic and Cardiovasc. Surg. 41:141-154, Feb., 1961. 


Of 356 patients who had a pulmonary resection at the San Fernando Veterans 
Administration Hospital from 1955 to 59, 20 were returned to the operating room 
for a secondary thoracotomy from a few hours to three weeks after their original 
procedure. The majority of these 20 patients had pulmonary resections for tuber- 
culosis, but others had coccidioidomycosis, carcinoma, or bullous emphysema as 
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their underlying disease. The indications for re-exploration fall into three general 
categories: Bleeding (3), sepsis (2), and air leak (15). Sometimes those reoperated 
on for bleeding do not reveal a significant bleeding point at secondary thoracotomy, 
but the evacuation of a large hemothorax is advised as a prophylaxis against 
fibrothorax and infection. High fever and leukocytosis, unexplained despite 
multiple thoracenteses, were the reasons for re-exploration in the 2 cases of sepsis, 
and in both cases a loculated empyema was found. Various causes were noted for 
persistent air leaks at secondary thoracotomy a week to 10 days after the original 
operation. Four patients were found to have viable, healthy residual lung tissue 
and were treated by lysis of pleural adhesions and oversewing of the leaks. Five 
patients were found to be leaking from small, infarcted subsegments of lung at the 
previous resection line and were treated by excision of this tissue. Four other 
patients leaked ‘because residual disease (active tuberculosis or bullous emphysema) 
was left at the line of resection. The final 2 patients who had air leaks included 
1 with incidental carcinoma in a resection plane, and 1 with loculated air pockets 
(but no active leak) easily obliterated after the lysis of pleural adhesions. The 
risks of secondary thoracotomy and the complications attributable to reoperation 
are small. In general the procedure is of short duration, frequently life-saving, 
and often has markedly shortened convalescence and averted serious complica- 
tions. 3 references. 4 figures. 3 tables.—Author’s abstract. 


111. Homovital Transplantation of the Heart. RICHARD R. LOWER, RAYMOND C. 
STOFER, AND NORMAN E. SHUMWAY, Palo Alto, Calif. J. Thoracic and Car- 
diovasc. Surg. 47:196-204, Feb., 1961. 


A technique has been developed for replacement of the canine heart with a 
homograft. During transplantation the heparinized recipient dog is maintained 
on cardiopulmonary by-pass using peripheral cannulations and a rotating disk 
oxygenator. The recipient dog’s own heart is excised, leaving behind the posterior 
atrial wall containing the ostia of the vena cavae and pulmonary veins. The donor 
heart is rapidly cooled by immersion in saline at 4 C. and is then implanted in the 
new host by anastomosis of the atrial walls, atrial septum, pulmonary artery, and 
aorta. The approximate duration of cardiac anoxia is one hour. These animals 
with homologous denervated hearts display normal activity and exercise tolerance 
for one to three weeks after operation, at which time a terminal state rapidly 
develops with cardiac failure. Pathologic examination of the hearts reveals mas- 
sive plasma cell infiltration, edema, and interstitial hemorrhage, presumably a 
result of homograft rejection. 15 references. 7 figures.—Author’s abstract. 


112. Anatomic Aspects of the Esophageal Hiatus: Distribution of the Crura in Its 
Formation. A Study of Sixty Fresh Human Specimens. vicENTE F. PATARO, 
HECTOR S. PIOMBO, DELIA Z. SUAREZ, AND MARIO W. ACRICH, Buenos Aires, 
Argentina. J. Internat. Coll. Surgeons 35:154-167, Feb., 1961. 


The anatomy of the crura and their relationship with esophageal hiatus is de- 
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scribed. The abdominal and thoracic surfaces of the diaphragms of 60 fresh ca- 
davers were studied, using an arcuate incision for the approach to this region. 
Twelve sketches of the anatomic variations are presented. The muscular fibers 
of the crura and their arrangement with reference to the esophageal hiatus were 
distributed in nine distinct groups. The main anatomical findings were the fol- 
lowing: the right main crus was constant, and the left main crus was either atrophic 
or absent. The accessory crura may be absent. The arrangement of the crura in 
the inferior insertion was not related to the muscular development of the remainder 
of the crus. In 40 per cent of cases, the esophageal hiatus was located in a splitting 
of the right crus, which means that in these cases the hiatus was formed exclusively 
by the right crus. The left crus reinforces the hiatus; in 58 per cent of cases this 
contribution was made by a variable number of muscular fibers from the crus. 
Muscular fibers may be scanty or abundant. Without knowing exactly the func- 
tional or surgical importance of these small bundles, one can suppose that, from an 
anatomical poiat of view, these hiatuses are formed exclusively by fibers from the 
right crus. Moreover, reinforcement from the left crus is proportionally unim- 
portant. This increases the number of groups in which the hiatus is formed by the 
right crus exclusively. In only 1 case in this series was the esophageal hiatus 
formed by the left crus on the abdominal surface. 44 references. 4 figures. 3 
tables.—Author’s abstract. 


113. Carcinoma of the Esophagus and the Cardia. Experience in Approximately 
3,000 Cases. KOMEI NAKAYAMA, Chiba, Japan. J. Internat. Coll. Surgeons 
35:154-167, Feb., 1961. 


Radical operation for carcinoma of the esophagus and the cardiac end of the 
stomach has become the procedure of choice and is feasible even in inexperienced 
hands. The author’s experience in 3000 cases of carcinoma of the esophagus and 
the cardiac end of the stomach is reviewed. Actually, 3056 patients with this 
disease attended the outpatient department in question and 1998 were admitted. 
The tumors were resected in 1161 cases. Recently a safe operative method for 
lesions high in the esophagus was devised and is described in this article. The 
operation is divided into three stages, with the first stage being gastrostomy and 
extirpation of metastatic lymph nodes in the abdominal cavity, particularly the 
nodes around the celiac axis and the lesser curvature of the stomach. Then while 
the patients receive satisfactory nourishment through the gastrostomy, preopera- 
tive irradiation of 3000 roentgens is administered to the esophageal lesion. In the 
second stage, right thoracotomy is performed and total extirpation of the thoracic 
esophagus is carried out. The remnant of resected cervical esophagus is pulled out 
from the left neck, and a stoma is made. Then this stoma and the previously made 
gastrostomy are connected with a rubber tube of decent size. After six months 
laparotomy and plastic of the stomach as well as closure of the gastrostomy are 
performed; the stomach tube is then pulled anterior to the sternum in the sub- 
cutaneous layer and gastroesophagostomy is done at the neck as the third stage. 
This method has reduced operative mortality to zero in a series of 50 cases. It was 
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found that those patients who had preoperative irradiation were in a better con- 
dition for operation and had better operative results. It is the author’s hope that 
this use of preoperative irradiation with radical surgical intervention will also 
improve end results. 7 references. 9 figures. 9 tables.—Author’s abstract. 


114. Further Studies of the Effects of Cardiac Irradiation upon Myocardial Vascu- 
larity. ELLIOT SENDEROFF, A. ROBERT BECK, AND IVAN D. BARONOFSKY, New 
York, N. Y. Surgery 49:381-386, March, 1961. 


The use of cardiac irradiation as a means of increasing myocardial vascularity 
in the normal canine heart has been previously tested by studies involving ligation 
of the anterior descending coronary artery. Radiated animals have shown in- 
creased survival, increased intercoronary anastomotic blood flow, and greater 
vascularity as seen in injection preparations. This study concerns ligation of the 
left circumflex coronary artery and an analysis of survival and subsequent elec- 
trocardiographic, physiologic, and pathologic changes. Fifteen dogs received 
cardiac irradiation prior to ligation of the artery. Twenty-five nonirradiated dogs 
served as a control group. Forty per cent of the irradiated dogs and 8 per cent of 
the control group survived ligation and were alive 48 hours post circumflex ligation. 
A measurement of collateral intercoronary blood flow was obtained in all surviving 
animals one half hour following coronary ligation. Retrograde blood flow and 
peripheral coronary pressure measurements were studied. Average retrograde 
flow distal to the ligature in the circumflex coronary artery in the control animals 
studied was 2.2 ml./100 Gm. of heart weight. Irradiated animals exhibited an 
average value of 4.4 ml./100 Gm. of heart weight. A comparison of electrccardio- 
grams and plastic injection corrosion preparations of the hearts of surviving animals 
revealed that the previously irradiated hearts tolerated the challenge of coronary 
ligation better than did the control hearts. These experiments tend to corroborate 
similar observations and statistics derived from previous studies involving ligation 
. of the left anterior descending coroyiary artery. 6 references. 4 figures. 2 tables. 
—Author’s abstract. 


115. Experimental Study of Tissue and Prosthetic Grafts with Selected Application 
to Clinical Intracardiac Surgery. LESTER R. SAUVAGE, ROBERT E. GROSS, 
ABRAHAM M. RUDOLPH, ROBERT G. PONTIUS, AND ELTON WATKINS, JR., Seattle, 
Wash. Ann. Surg. 153:321-343, March, 1961. 


Experiences with 65 experimental and 36 clinical grafts are presented in this 
paper. Evidence drawn from these studies and from those of others strongly sug- 
gests that the basic healing pattern of the entire cardiovascular system consists of 
ingrowth of fibrous elements from the contiguous vascular and perivascular tissues. 
The absence of perivascular tissues about septal defects would appear to limit the 
extent to which the host can envelop (heal) grafts from this location. Healing of 
such grafts occurs by ingrowth of fibrous elements from the edges of the defect. 
The central portions of large grafts may remain devoid of tissue for long periods, 
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perhaps indefinitely The significance of this is unknown. Experimental grafts 
of the following types function well in the right ventricular outflow tract: aortic 
autografts, aortic homografts, pericardial autografts, prostheses of light Ivalon, 
light Ivalon-nylon netting, light Ivalon-Teflon mesh, heavy Ivalon, medium 
Ivalon, and Teflon fabric. The medium Ivalon, the light Ivalon-Teflon mesh, and 
the Teflon fabric prostheses were further evaluated in the aorta. The light Ivalon- 
Teflon mesh became aneurysmal whereas the medium Ivalon and the Teflon fabric 
prostheses did not. On the basis of the experimental data, the authors proceeded 
to clinical trial of autogenous pericardium in the right ventricular outflow tract 
and of the medium Ivalon preparation in the cardiac septa. Clinical experience 
with these grafts in these locations was excellent. The authors concluded that: 
(1) A variety of tissue and prosthetic grafts function well in the right ventricular 
outflow tract of the dog. (2) Basic healing pattern of the cardiovascular system 
consists of the ingrowth of fibrous elements from the contiguous vascular and 
perivascular tissues. (3) The absence of perivascular tissues limits the capacity 
of the host to envelop (heal) the center of grafts employed to close large defects 
of the cardiac septa. (4) Autogenous pericardium is an excellent graft for enlarg- 
ing the right ventricular outflow tract in man. (5) The medium Ivalon prosthesis 
(12 mm. compressed down to 1.5 mm.) is suitable for repair of cardiac septal 
defects in man. 20 references. 18 figures. 2 tables.—Author’s abstract. 


BREAST 


116. Intraductal Papilloma of the Breast. s. W. MOORE, JOHN PEARCE, AND EDWARD 
RING, New York, N. Y. Surg., Gynec. & Obst. 772:153-158, Feb., 1961. 


Intraductal papilloma of the breast can be present with or without mass and with 
or without nipple discharge. The papillomas may be grossly visible or microscopic 
in size and benign or malignant. These contrasting possibilities have led to widely 
divergent views concerning the threat they present to the patient as well as con- 
cerning their proper treatment. In 125 patients studied at the New York Hos- 
pital, 29 had gross intraductal and 96 microscopic papillomas. Gross papillomas 
are most often postmenopausal, between ages 40 to 60, have a nipple discharge 
that is spontaneous and bloody, and are almost always located in the central 
portion of the breast but hardly more than half are palpable. Microscopic papil- 
lomas usually have no nipple discharge that is spontaneous and serous. A palpable 
tumor is almost always present, usually in outer areas of the breast. Eight pa- 
tients previously diagnosed as having benign papillomas were later found to have 
cancer in the same breast either under or near the scar of the previous operation. 
On review of the original sections, it was agreed that in 4 of the 8 cases the original 
slides showed carcinoma, and in 2 cases the original slides showed benign papilloma. 
In the other 2 cases opinion was divided. The authors believe that carcinoma of 
the breast starts as carcinoma and not as benign intraductal papilloma; however, 
it is extremely difficult at times to make the correct diagnosis, and patients with 
intraductal papilloma should be carefully studied and followed up closely. Em- 
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inent pathologists may disagree as to whether a given slide shows carcinoma or a 
benign intraductal papilloma. 


ABDOMINAL SURGERY—STOMACH AND DUODENUM 


117. Hiatus Hernia: A Cause of Gastro-Intestinal Haemorrhage. P. MARCHAND, 
Johannesburg, South Africa. Brit. J. Surg. 47:515-526, March, 1960. 


The cases reported on are from a consecutive series of 138 adults with hiatus 
hernias. Thirty-seven (27 per cent) had bled. Fifteen had rolling hernias (44 
per cent) and 22 had sliding hernias (20 per cent). Eleven had minor hemorrhages. 
The 26 patients with massive bleeding were divisible into three groups: hemorrhage 
associated with rolling hernias (14), hemorrhage associated with incarcerated slid- 
ing hernias (5), hemorrhage due to causes unrelated to the hernia (7). Analysis 
shows that severe hemorrhage predominantly complicates large rolling hernias, 
whereas mild hemorrhage occurs with sliding hernias complicated by reflux 
esophagitis or stricture. When massive hemorrhage complicates a sliding hernia, 
associated duodenal ulcers are usually responsible. It is claimed that, with rolling 
hernias, bleeding occurs from the mucosa of the herniated stomach. In 4 patients 
an ulcer was found within the trapped pouch. Five others were obviously abnormal ; 
the walls were thickened and hyperemic but not ulcerated. In 6, the herniated 
stomachs were normal to inspection, but no other source of hemorrhage was found 
and simple repair was curative. In the only necropsy the stomach looked normal 
externally, but the abnormal thickened mucosa of the herniated wall was clearly 
delimited: at the level of the hiatal limbs and, close to the lesser curve, a superficial 
erosion was present. It is suggested that, with incarcerated hernias, secretions are 
trapped and gastric enzymes digest the traumatized stomach. Hiatus hernia should 
be considered whenever the problem of undiagnosed massive gastrointestinal 
hemorrhage presents. The type of hernia responsible is a large rolling one or, 
rarely, an incarcerated sliding one. The best preoperative diagnostic measure is 
a lateral chest radiograph to show the mediastinal shadow. It is suggested that 
many partial gastrectomies have been done where the basic cause of the hemorrhage 
has been an incarcerated hiatus hernia. Hernias that bleed are usually large, and 
before implicating the hernia a substantial defect must be found. Simple reduction 
of the hernia and repair of the hiatus is all that should be undertaken in these 
cases. 29 references. 12 figures. 5 tables.—Author’s abstract. 


The author has made an interesting study and a significant contribution to the 
problem of hiatus hernia complicated by bleeding and its management.—J. M. W. 


118. The Etiology and Management of the Dumping Syndrome Following a Gastro- 
enterostomy or Subtotal Gastrectomy. WILLIAM E. ABBOTT, H. KRIEGER, 8S. 
LEVEY, AND J. BRADSHAW, Cleveland, Ohio. Gastroenterology 39:12-27, 
July, 1960. 


A variety of signs and symptoms (diarrhea, undernutrition, anemia, vasomotor 
symptoms, etc.) may occur following a gastric resection if the reservoir capacity of 
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the stomach is lost as a result of creating an artificial stoma that allows the in- 
gested foods to enter the small intestine rapidly (dumping). Objective information 
in normal individuals and postgastrectomized patients concerning the functional 
capacity of the stomach and the small intestinal transit time was obtained by 
special periodic roentgenographic studies after the ingestion of a barium food 
mixture. These investigators report, after studying more than 100 gastrectomized 
patients during the last seven years, that the only effective operation for the 
alleviation of a peptic ulcer without the possibility of postgastrectomy ills caused 
by dumping is one that preserves the reservoir capacity of the stomach. This was 
accomplished by making a stoma with an internal diameter of 1 to 14cm. Many 
of the patients studied were asymptomatic in spite of having a larger stoma be- 
cause they either modified their dietary habits, had a partial functional or me- 
chanical obstruction to the efferent limb so that the stomach had a reservoir ca- 
pacity, or were psychologically and physiologically adjusted so that the necessary 
compensatory changes (neuroendocrine, etc.) occurred. The occasional patient 
who has vasomotor symptoms associated with dumping is similar to the blood 
donor who faints after losing 500 ml. of blood, in that both exhibit a lack of com- 
pensation for the hypovolemia that in many individuals can be tolerated without 
producing symptoms. Fifteen patients who had a large stoma gastrojejunostomy 
(4 to 8 cm.) were converted to a small stoma (1 to 2 cm.) with benefit in all cases 
and excellent results in most. By use of a barium food mixture (a barium milk 
shake that contained sufficient carbohydrate to induce symptoms), it was possible 
to distinguish between patients with a hyperirritable intestinal tract, dumpers, 
and those who exhibit both difficulties. Roentgenographic studies after these 
patients ingested the barium food mixture showed a lack of gastric reservoir prior 
to the conversion to a small stoma and the existence of a near-normal gastric 
emptying time afterwards. The numerous physiologic and metabolic alternations 
that may occur after the loss of the reservoir capacity of the stomach are sum- 
marized. 35 references. 6 figures.—Author’s abstract. 


It is true that the patient with severe postoperative dumping can usually be helped 
by decreasing the size of the gastrojejunostomy, and this patient may tolerate a stoma 
of 2 cm. well. However, the stoma should not be made this small for the vast majority 
of patients since a high percentage will have slow emptying and obstruction and fre- 
quently vomiting that may last six or nine months or may even require enlargement 
of the stoma. This is particularly true following the Billroth 1 operation or if vagotomy 
is added to resection. Afler trying various-sized stomas with the Hofmeister operation 
I found that an anastomosis of 14% to 2 inches resulted in a minimum of serious dump- 
ing and rarely led to slow emplying.—J. M. W. 


119. Vagotomy and Pyloroplasty for Acute Perforated Duodenal Ulcer. JOHN s. 
PIERANDOZZI, DAVID B. HINSHAW, AND CLARENCE E. STAFFORD, Los Angeles, 
Calif. Am. J. Surg. 100:245-250, Aug., 1960. 


Later definitive surgery is frequently necessary when the simple closure tech- 
nique has been used in treating a patient with perforated duodenal ulcer. Vagotomy 
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and pyloroplasty are an acceptable definitive operative procedure for duodenal 
ulcer and were utilized in treating 75 patients with acute perforated duodenal ulcer. 
There was one postoperative death in this series, giving a mortality rate of 1.3 per 
cent. Mediastinitis or duodenal leakage did not occur in any of these 75 cases. 
The one death occurred on the sixth postoperative day; autopsy showed secure 
suture lines and no evidence of mediastinitis or esophageal perforation. In review 
it was believed that death resulted from hypovolemia and electrolyte deficiencies. 
It seems likely that the sharp decrease in secretion of gastric juice resulting from 
vagotomy and the effective gastric drainage from pyloroplasty favorably influenced 
the postoperative course of these patients. Upper midline incisions are used. 
Heineke-Mikulicz type pyloroplasty, followed by a standard subdiaphragmatic 
vagotomy, is performed. If the duodenum is unsuitable for pyloroplasty, simple 
closure may be performed with vagotomy and gastrojejunostomy. This was nec- 
essary in | patient. Selection of cases was made using age, length of time of per- 
foration, and amount of spill as chief criteria. More than 90 per cent had a history 
of chronic ulcer disease. A diamond-shaped excision of the indurated margin sur- 
rounding the ulcer was performed in most cases. Vagotomy with pyloroplasty is 
an operation that requires more surgical experience than does simple closure. 
However, in the hands of those accustomed to the procedure, it appears to be a 
definitive operation that can be performed with minimum mortality and morbidity 
in patients with acute perforated duodenal ulcer. 17 references. 5 figures.— 
Author’s abstract. 


Dr. Scott Nettraur of Piitsburgh has also found this method to be very satisfactory 
for managing the acute perforated duodenal ulcer. It is a logical approach.—J. M. W. 


120. The Use of Jejunal Interposition with Total Gastrectomy. GEORGE N. CORNELL, 
HELENA GILDER, FRANK MOODY, CHARLES K. MC SHERRY, AND JOHN M. BEAL, 
New York, N. Y. Ann. Surg. 152:430—444, Sept., 1960. 


This is an analysis of 6144 years of experience in 54 patients subjected to total 
gastrectomy for gastric neoplasm whose gastrointestinal continuity was re-estab- 
lished by interposing a jejunal loop between the escphagus and the duodenum. | 
The operative procedure is described. The operaticn was carried out for carcinoma 
in 46 patients (85 per cent), 33 of whom had lymph node metastases. Twenty-five 
nonfatal complications occurred in 19 patients, and in 6 of these the complication 
was related to the use of the jejunal loop. Only three deaths were encountered in 
the first month following operation, an operative mortality of 5.6 per cent. In 
the later follow-up period, 16 patients developed evidence of recurrent cancer in 
less than one year. There were three postoperative deaths and 3 patients who 
had been operated on less than one year before at the time of the report. One 
patient was lost to follow up. There were 31 patients who survived a year or 
more without evidence of recurrent disease. Body weight changes and incidence 
of postprandial symptoms were reviewed in this group of 31 patients. There was 
a marked drop in the incidence of postprandial symptoms between 6 and 12 months 
following operation. Detailed absorption studies were carried out for fat, protein, 
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and carbohydrate in 8 patients from 5 to 60 months following operation. Seven 
of the 8 showed normal nitrogen and carbohydrate absorption, and in 6 fat ab- 
sorption was found to be normal. Of the remaining 2 patients steatorrhea was a 
problem in 1; this responded to treatment. 11 references. 8 figures. 9 tables.— 
Author’s abstract. 


The authors are to be congratulated on the low operative mortality achieved and the 
excellent studies of the patients’ postoperative nutrition. Since unfortunately 80 per 
cent or more of total gastrectomies are palliative, the surgeon should use the technique 
that is most likely to provide prolonged comfort to the patient. In my experience, the 
loop of jejunum interposed between the esophagus and duodenum is more likely to 
become obstructed from recurrent cancer, which is often anterior to the head of the 
pancreas, than is the case in end to side esophagojejunostomy with a patulous jejuno- 
jejunostomy between the two jejunal loops. The latter is placed to the left of the middle 
colic artery, where recurrent cancer is nol as frequent as in the region of the head of 
the pancreas, and if one loop does become obstructed the second can carry food from 
the esophagus to the jejunum via the jejunojejunostomy.—J. M. W. 


121. Vagotomy and Pyloroplasty: A Solution to the Management of Bleeding Duo- 
denal Ulcer. JACK MATTHEWS FARRIS AND GORDON KNIGHT SMITH, Los Angeles, 
Calif. Ann. Surg. 152:416-429, Sept., 1960. 


The fact that a duodenal ulcer bleeds does not alter the fundamental concept of 
surgical management: correction of the abnormal cephalic and humoral phases 
of gastric hypersecretion. Since, in the opinion of the authors, vagotomy with 
pyloroplasty is an ideal operation for elective chronic duodenal ulcer, they have 
adapted this procedure to the patient whose ulcer is bleeding. Of 48 patients 
treated by this method, 30 were massive bleeders, either having hemoglobin levels 
of 8 Gm. or less, or requiring at least 2 liters of blood, or both. In all patients, 
emergency ligation of the eroded vessel, followed by pyloroplasty and vagotomy, 
solved the immediate bleeding problem. There were two postoperative deaths, 
both in patients who had lost more than 3500 ml. of blood. All 46 surviving 
patients had a satisfactory result, although a number were classified as inter- 
mittent failures, due to late postoperative bleeding. There has been no recurrence 
of bleeding in either the elective patients, followed up for an average of 34 months, 
or in the massive bleeders followed up for an average of 28 months. 

In a patient with a short ulcer history, the authors restore the circulation to 
normotensive levels and then operate if signs of bleeding recur. However, in the 
patient with a well-defined ulcer diathesis, they operate immediately, without 
subjecting the patient to the hazards inherent in conservative treatment, or in a 
consultation with a medical-surgical team. Immediately upon opening the ab- 
domen and confirming the fact that the bleeding seems to be originating in the 
stomach or duodenum, the authors perform a 10 cm. duodenostomy and ligate 
the bleeding vessel directly. Then, applying the Heineke-Mikulicz principle, they 
close the incision in a transverse direction, to create a new pyloric canal 25 to 30 
ml. in diameter. The next step is a thorough vagotomy, and, finally, the authors 
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add a temporary gastrostomy, to assure adequate postoperative decompression 
of the gastrointestinal tract. 14 references. 7 figures. 2 tables.—Author’s abstract. 


These results plus those reported by Weinberg of Long Beach, Calif., indicate that 


this procedure seems ideal for the patient bleeding massively from a duodenal ulcer.— 
L. N. 


122. Quantitative Assessment of Extent of Gastric Reseclion—Comparison of Pattern- 
Planimeter and Pattern Weight Methods. PETER D. OLCH AND HENRY N. 
HARKINS, Seattle, Wash. Surgery 48:655-657, Oct., 1960. 


This paper describes a simplified method of obtaining objective measurements of 
the extent of gastric resection. Patterns of both the residual stomach and the 
resected specimen are obtained by pressing a sheet of Cottonoid against their 
respective flattened surfaces. The two patterns are then traced on a single sheet 
of standard bond paper (any paper of reasonably constant consistency), cut out, 
and weighed individually. The percentage of stomach resected is determined on 
the basis of the pattern weight ratios. The results in 10 cases of gastric resection 
were compared with those obtained by polar planimetry, a more laborious tech- 
nique utilizing the two pattern tracings for determination of their plane areas 
with the polar planimeter. The results were quite consistent and comparable; the 
per cent of resection by the pattern weight method varying by 4 per cent or less 
than the planimetry values, depending upon the sensitivity of the scales employed. 
There is therefore a readily available method for objectively checking the extent 
of gastric resection utilizing materials available in any laboratory. 3 references. 
2 tables.—Author’s abstract. 


Accurate estimates of the removed and residual stomach are very important in as- 
sessing the worth of operations removing portions of the stomach.—J. M. W. 


123. , Clinical Importance of Gastric Varices. SAMUEL KARR AND GEORGE T. WOHL, 
Philadelphia, Pa. New England J. Med. 263:665-669, Oct. 6, 1960. 


Gastric varices are frequently present in patients with acute gastrointestinal 
hemorrhage. These varices usually appear as smooth rounded masses, | to 2 cm. 
in diameter projecting into the lumen of the stomach. They can produce a roentgen 
appearance easily mistaken for carcinoma of the cardiac end of the stomach. 
Three cases are presented in which the diagnosis, based principally on roentgeno 
graphic findings, was carcinoma of the cardiac end of the stomach and in which the 
final surgical and pathological diagnosis was gastric varices. In 1 of these patients 
there was no significant abnormality of liver function tests. A fourth case is pre- 
sented in which a lobulated mass was noted by roentgenogram in the region of 
the esophagogastric junction. A splenoportogram showed this mass to be a large 
group of gastric varices. Fifteen consecutive splenoportograms in patients with 
Laénnec’s cirrhosis were reviewed. In 7 in whom an upper gastrointestinal series 
revealed no gastric or esophageal varices gastric varices were noted on spleno- 
portography. In 2, esophageal varices were seen on the upper gastrointestinal 
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series and both gastric and esophageal varices were seen on splenoportography. 
Gastric varices probably occur as frequently as esophageal varices. If esophageal 
varices can be demonstrated, gastric varices will almost certainly be present also. 
The appearance of gastric varices is fairly characteristic. A lobulated mass in 
the gastric fundus or near the cardioesophageal junction should suggest this diag- 
nosis. Splenoportography is an excellent diagnostic technique in this situation. 
13 references. 4 figures. 1 table-—Author’s abstract. 


Any diagnostic procedure that is as helpful as splenoportography was in the 7 
patients with negative gastrointestinal series should be used whenever the more simple 
diagnostic measures are nol able to pinpoint upper gastrointestinal bleeding. Malig- 
nant lesions of the stomach only rarely will bleed in amounts similar to varices.— 
J. M. W. 


124. Gastric Vagolomy vs. Tolal Abdominal Vagotomy. CHARLES A. GRIFFITH, 
Bellevue, Wash. A.M.A. Arch. Surg. 87:781-788, Nov., 1960. 


Conventional techniques of vagotomy represent a total abdominal vagotomy 
that disrupts the entire parasympathetic innervation to all abdominal viscera 
supplied by the vagus nerves. Although gastric stasis is generally accepted as 
the cause for all the variable undesirable postvagotomy symptoms, prevention of 
gastric stasis by properly performed drainage procedures (pyloroplasty, gastro- 
jejunostomy, or hemigastrectomy) does not prevent postvagotomy symptoms of 
vague abdominal discomfort, bloating, borborygmi, and diarrhea. These symptoms 
occur not because of gastric stasis but because of vagal denervation of the bowel, 
biliary tract, and pancreas. Anatomic distribution of vagal fibers permits a se- 
lective gastric vagotomy that results in successful and complete vagotomy of the 
stomach with preservation of vagal innervation to all other abdominal viscera. 
This gastric vagotomy (with hemigastrectomy) has been performed upon 14 private 
patients who do not manifest any undesirable symptoms of the postvagotomy 
syndrome. These results indicate that selective gastric vagotomy is a refinement 
of total abdominal vagotomy that eliminates undesirable sequelae of vagal de- 
nervation of viscera other than the stomach. 19 references. 2 figures.—Author’s 
abstract. 


This carefully documented study should be evaluated by all surgeons interested in 
the management of duodenal ulcer. As the series enlarges and a sufficient time elapses 
for long-term follow-up, this technique could well obviate many of the postoperative 
sequelae that are undesirable after vagotomy.—J. M. W. 


125. Clinically “Benign” Gastric Ulcerations Found to Be Malignant at Operation. 
PAUL M. BROWN, JAMES C. CAIN, AND MALCOLM B. DOCKERTY, Rochester, Minn. 
Surg., Gynec. & Obst. 172:82-88, Jan., 1961. 


A certain number of patients who have ulcerations in the stomach as determined 
by our usual diagnostic facilities may be harboring a gastric malignancy. All too 
often these “benign”’ gastric ulcerations are discovered at operation to be malignant 
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after a variable period of medical management. The present study covers a 10 
year period with a full five year follow-up period and seeks to evaluate those 
patients with “benign” gastric ulcerations found to be malignant at operation. 
~~ About 80 per cent of the 106 patients included in this study had a period of medical 
management for longer than two weeks. Sixty per cent of these patients who had 
their resection so delayed survived five or more years, whereas those patients who 
had immediate gastric resection (i.e., no delay for medical management) had a 
five year survival rate of 92.per cent. An evaluation of the clinical, laboratory, and 
gross and microscopic features in the histories of these patients is included in this 
paper. A strong plea is made for a short predesignated period of medical manage- 
ment in the hospital. If healing of the gastric ulceration is not evident within 
two weeks, operation is mandatory. If healing is certain and there is no element 
of doubt in the internist’s mind, a program of frequent roentgenological rechecks 
of the stomach is outlined for these patients extending over a period of three years. 
There is always the risk that the patient may escape from such a relatively complex 
and expensive program. If adhered to, however, such a plan would afford a greater 
number of survivors from that group of patients with gastric ulcerations who may 
be harboring a malignancy. 9 references. 6 tables.—Author’s abstract. 


A program that will result in over 30 per cent increased survival if the ulcer is malig-. | 
nant is indeed worthy of more widespread use among gastroenterologists.—J. M. W. 


— INTESTINES 


126. The Flerure Syndrome: Relationship of Bowel Angulation to Obstruction. w. R. 
GHENT, Kingston, Ontario, Canada. Canad. J. Surg. 3:303-307, July, 1960. 


Perforations of the cecum secondary to distal obstruction and trauma have been 
recognized since 1880. Periodically, reports of the literature suggest that spon- 
taneous perforations of the cecum can occur following paralytic ileus. The author 
considers these to be illustrations of a new disease entity termed the flexure syn- 
drome. The colon can be fixed to the posterior abdominal wall by tight bands at 
the hepatic flexure, the splenic flexure, and the sigmoid flexure. Normally bowel 
residue and gas pass these constricted areas without difficulty. In the flexure 
syndrome, paralytic ileus is induced by injury, such as fractured vertebrae or 
fractured ribs, and by disease, such as herpes zoster. There is a functional gradient 
in bowel function directed caudally. Thus in recovery from ileus, the small bowel 
begins to function and can pour its liquid and gaseous contents into the low pres- 
sure reservoir of the colon in large amounts. Rapid distention of the proximal colon 
can occur if its contractility is still depressed by ileus. As distention increases, the 
acute angulation formed by the flexures is increased to such a degree that me- 
chanical obstruction ensues. Thus what began as a benign paralytic ileus has 
become a rather malignant mechanical obstruction. The cecum is the weakest 
portion of the gastrointestinal tract and, as such, perforates to release the pressure. 
This perforation can occur at 80 mm. of mercury. 

The treatment of this syndrome is divided into three stages: (1) Prevention: 
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Adequate treatment of paralytic ileus with Levine tube suction until flatus and 
feces are passed per rectum. (2) Before cecal rupture: The critical distention 
size of the cecum is 9 cm. Distention greater than this courts a perforation. Thus 
if a hugely distended cecum is noted on roentgenography, laparotomy with cecos- 
tomy and freeing of the affected flexure is the treatment of choice. (3) After 
cecal rupture: Laparotomy with repair of cecal perforation, cecostomy, and freeing 
of the affected flexure is carried out without delay. 8 references. 9 figures.— 
Author’s abstract. 


The perforation is nearly always secondary to ischemic necrosis, secondary to dis- 
tention from any cause. A 9 cm. cecum is not a hugely distended cecum. Simple 
cecostomy is highly desirable-—C. J. B. 


127. Non-Meckelian Diverticula of the Small Bowel. The Incidence in an Autopsy 
Material. ToRE NoER, Oslo, Norway. Acta chir. Scandinav. 120:175-179, 
1960. 


Non-Meckelian diverticula of the small bowel are mostly intramesenterial jejunal 
diverticula, occurring with decreasing frequency from the duodenojejunal flexure. 
In roentgenographic studies frequencies of such diverticula of less than 0.7 per 
cent, and in series of autopsies frequencies up to 1.3 per cent, have been reported. 
Two series are reported. In one series of 218 autopsies, a special search was made 
by filling the bowel with water. Ten cases of diverticula were found, or 4.6 per 
cent. Of 98 patients more than 70 years old, there were 9 with diverticula. Three 
had solitary diverticula. Only diverticula with a diameter of 7 mm. or more were 
included. In the other series, a review was made of the reports of 29,949 routine 
autopsies, with positive information of small bowel diverticula in 56 cases. All 
were incidental findings. Forty of the collected 66 cases were females. Fifty-three 
were more than 70 years old. The youngest was 52 years old. Diverticula of the 
small bowel are rather frequent in old age; their age distribution parallels that of 
diverticula of duodenum and colon. 19 references. 2 figures. 2 tables.—Author’s 
abstract. 


128. Cancer of the Colon and Rectum. ALVIN L. WATNE, GEORGE E. MOORE, EUGENE 
BURKE, AND KUMAO SAKO, Buffalo, N. Y. Am. J. Surg. 701:7-10, Jan., 1961. 


Tumor cells were identified in the peripheral blood of 12.5 per cent and in the 
regional blood of 36 per cent of 28 patients with surgically “curable” carcinoma 
of the colon. There was an association between the identification of tumor cells 
in the blood and the occurrence of tumor cells in the peritoneal cavity and serosal 
invasion by the tumor. No relationship was apparent between the occurrence of 
tumor cells in the blood and blood vessel invasion, invasion of adjacent tissues, 
metastases to lymph nodes, or ascites and tumor implants. Tumor cells were 
identified in the peripheral blood in 6.6 per cent of 65 patients with surgically 
“curable” rectal cancer, and in the regional blood of 14 per cent of these patients. 
The finding of tumor cells in the peritoneal cavity was associated with serosal 
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invasion by the tumor, but no relationship was apparent between the identification 
of tumor cells in the blood and the occurrence of tumor cells in the peritoneal 
cavity, serosal invasion, blood vessel invasion, invasion of adjacent tissues, lymph 
node metastases, ascites, or tumor implants. No tumor cells were identified in 
the thoracic duct lymph and peripheral blood of 3 patients with disseminated colon 
cancer. In 9 patients with advanced carcinoma of the rectum, no tumor cells were 
found in the lymph; however, 1 of 6 patients examined had tumor cells in the 
peripheral blood and 4 of 9 patients had pulmonary metastases. Pulmonary 
metastases may indicate vascular rather than lymphatic spread. It appears that 
each route of cancer dissemination in patients with colon and rectal cancers is 
relatively independent of other factors and must be considered separately in any 
surgical efforts to control the disease. 6 references. 3 tables.—Author’s abstract. 


These studies are of profound value in aiding the surgeon to conceptualize the dynamic 
microbiology of carcinoma, especially al the time of surgery.—C. J. B. 


129. Chronic Perineal Sinus Following Total Colectomy for Ulcerative Colitis. 
GRANDON E. TOLSTEDT, JOHN W. BELL, AND HENRY N. HARKINS, Seattle, Wash. 
Am. J. Surg. 101:50-54, Jan., 1961. 


Following proctocolectomy for chronic ulcerative colitis, the perineal wound has 
been observed to heal slowly. This is not seen following abdominoperineal re- 
section of the rectum for cancer. Thirty-two patients treated for ulcerative colitis 
by proctocolectomy were reviewed and examined. Of these, only 6 had healed 
the perineum within six or less months following surgery. Seventeen patients 
required more than two years to heal. Failure to heal could not be related to age 
of the patient, duration of the disease, perforation, use of steroids, number of 
stages to accomplish colectomy, or specific bacteria. 

The persistent perineal sinus develops because of failure to obliterate dead 
space in the pelvis and because of inadequate perineal drainage after resection of 
the rectum. It may be prevented by allowing the peritoneum in the pelvis to 
remain open, thus allowing small bowel to fill the pelvis. Existing sinuses are 
treated by complete excision of sinuses 5 cm. or less in depth. In long sinuses, 
elimination of obstruction commonly found at the level of the levator ani muscles 
will aid drainage and thus encourage healing. 2 references. 2 figures. 4 tables.— 
Author’s abstract. 


The present-day operation in which proctocolectomy is accomplished without perineal 


incision, followed by closed suction drainage, accomplishes healing almost per primum. 
—C. J. B. 


130. Surgical Treatment of Coexisting Regional Enteritis and Ulcerative Colitis. 
BENTLEY P. COLCOCK, JOHN H. VANSANT, AND OSCAR CONTRERAS, Boston, Mass., 
Charlottesville, Va., and Santiago, Chile. Surg., Gynec. & Obst. 112:96—100, 
Jan., 1961. 


A considerable number of patients with ulcerative colitis have some spillover 
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into the terminal ileum. They present no particular problem, since the 6 to 8 
inches of involved small intestine is simply removed with the colon at the time of 
colectomy. When a granulomatous process identical to that of regional enteritis 
affects the colon, it is localized to a small segment and can be removed by primary 
resection and anastomosis. When true regional ileitis and diffuse ulcerative 
colitis occur in the same patient and are severe enough to require surgical inter- 
vention, however, they do present a very serious problem. 

Thirty-nine patients who had both conditions were studied. All patients with 
regional enteritis were operated on, and 27 patients also required operation for 
control of ulcerative colitis. In 32 patients the regional enteritis developed first, 
in 5 the onset appeared to be simultaneous, and in 2 the ulcerative colitis appeared 
first. The main indication for surgery in regional enteritis was obstruction (87 
per cent), and failure of medical treatment was the main indication in ulcerative 
colitis. Associated perianal disease was present in 26 per cent. Resection was the 
treatment of choice for regional enteritis; 20 patients with ulcerative colitis re- 
quired total colectomy and permanent ileostomy. Many of these patients pre- 
sented a serious problem in fluid and electrolyte control after extensive removal 
of small intestine in the presence of an ileostomy. Good results were obtained in 
21 patients and fair results in 8. Ten patients died, a mortality rate of 25 per cent. 
4 references. 3 tables——Auithor’s abstract. 


—LIVER AND BILIARY TRACT 


131. Choledochoscopy versus Cholangiography. Experience of a 12-Month Trial. 
HARRY BROCKS, Copenhagen, Denmark. Acta chir. Scandinav. 118:434— 
438, 1959/1960. 


Choledochoscopy was performed in cases in which the usual indications for 
choledochotomy were present (jaundice, dilatation of the common duct, small 
stones in the gall bladder, and so on), or in which routine preoperative cholangiog- 
raphy indicated opening of the common duct. A Sass Wolf choledochoscope (Char- 
riére 18) was used with the technique described by Wildegans. The series studied 
comprised 32 patients (26 women aged between 34 and 71 years, and 6 men be- 
tween 39 and 86 years) out of 82 cholecystectomized patients. Fourteen of the 
patients had bile ducts of normal caliber with free passage to the duodenum. 
Cholangiography showed normal conditions in 8 and suggested stone in 2; in 4 
the examination was technically poor because of obesity. Endoscopy demonstrated 
normal conditions in 12 and stone in 2 patients. The bile ducts were dilated in 
18 patients. Passage to the duodenum was free in 7 of them. Cholangiography 
showed stone to be absent in 4 and present in 3. Endoscopy gave the same results. 
In 11 patients there was no passage to the duodenum. Cholangiography showed 
stone to be absent in 3 and present in 8 cases. Endoscopy showed normal condi- 
tions with a patent sphincter in 1, a closed sphincter in 1, and stone in 9, one of 
which was not detected on cholangiographic examination. Endoscopy is con- 
sidered to heighten diagnostic accuracy; in addition to elucidating more definitely 
the number and sites of calculi, it provides information concerning possible mu- 
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cosal infection and the character of the mucosa and state of the sphincter. En- 
doscopy done together with cholangiography permits thorough and careful in- 
spection. of the bile ducts and gives opportunities for further reducing the fre- 
quency of residual concretions. 10 references. 3 figures. 2 tables.—Author’s 
abstract. 


This technique as an adjunct to cholangiography may be valuable after the operator 
has become familiar with the pitfalls. The technique is described in detail in the 
wriling of Wildegans.—W. D. H. 


132. Persistence of Symptoms Following Biliary Surgery. «. KJELLGREN, Uppsala 
and Gefle, Sweden. Ann. Surg. 152:1026-1036, Dec., 1960. 


In a series of 124 patients, of whom 84 had simple cholecystolithiasis and 40 
cholecystolithiasis complicated by choledocholithiasis, pancreatitis, or both, the 
pressure in the biliary ducts was registered during and after operation. Medica- 
mental provocation of pain with morphine was attempted in all patients. Me- 
chanical provocation of pain was tested in 10 patients by means of balloon-tipped 
catheters placed in the extrahepatic biliary passages, in the duodenum, and at 
various sites in the free abdominal cavity. The series was followed up with respect 
to postoperative symptoms. The results were as follows: During and after oper- 

- ation considerable variations of pressure were found, not only among different 
patients but also in the same patients on different occasions. Except for a few 
patients with obstruction of some type in the common bile duct, no correlation 
was found between preoperative symptoms and biliary duct pressure during oper- 
ation. No correlation was observed between pressures during and after operation 
and postoperative symptoms. The reaction of the sphincter of Oddi to morphine 
was disturbed in 25 per cent of the patients who had had complicated cholecysto- 
lithiasis. The frequency of postoperative symptoms was not higher in these 
patients than in the others. Sudden dilatation of a small area in the extrahepatic 
biliary passages produced severe but transient colicky pain, whereas gradual, 
general dilatation resulting from rise of the biliary pressure to the level of the 
liver’s secretory pressure gave only a sensation of discomfort. Pain of the same 
type as in the preoperative gallstone attacks could be initiated from almost any- 
where in the right upper region of the abdomen. 

At follow-up, 49 per cent of the patients reported postoperative symptoms. The 
most common postoperative disturbances were dyspeptic. As a rule the dyspepsia 
had also been present before the operation. Four per cent of the patients had 
attacks of pain resembling biliary colic. 35 references. 6 figures. 2 tables.— 
Author’s abstract. 


133. Gallstones ‘in an Autopsy Series. Incidence, Complications, and Correlations 
with Carcinoma of the Gallbladder. ANSGAR TORVIK AND BJORN HO@IVIK, Oslo, 
Norway. Acta chir. Scandinav. 120:168-174, 1960. 


In a six year period, 11,129 autopsies were performed at the Department of 
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Pathology, Ulleval Hospital, Oslo. This number represents 45 per cent of all 
deaths in Oslo during the same period. The incidence of gallstones in the total 
series was 19.5 per cent. The incidence in men was 12.7 per cent and in women 
27.1 per cent, with a ratio of 1:2.1. The formation of gallstones starts at the 
same age in men and women. In both sexes there appears to be an even, progres- 
sive increase in incidence in all decades from 40 to 49 years to 80 to 89 years, when 
the incidence in men is 22.3 per cent and in women 38.0 per cent. The increase 
in incidence in this period is approximately twice as large in women as in men. 
The formation of gallstones does not appear to have any definite relationship to 
the cessation of sexual activity. Cholecystectomy had been performed in 7.1 
per cent of all individuals with gallstones. The mortality from complications 
caused by gallstones was 3.1 per cent of all patients with clinical signs of cholelithi- 
asis. The incidence of complications, determined from the mortality and from 
the number of gall bladder operations performed, was approximately the same in 
men and women with gallstones. Carcinomas probably originating in the gall- 
bladder were found in 46 cases. The incidence of gall bladder carcinoma in the 
series was 0.41 per cent; the incidence of carcinoma in cases with cholelithiasis 
was 2.1 per cent. The ratio between men and women with carcinomas was 1:10 
to 13. Calculi were found in 76 to 87 per cent of the cancerous gall bladders. Only 
11 of 40 cases with probable gall bladder carcinomas had presented symptoms of 
previous gall bladder disease. These findings do not support the hypothesis of a 
simple relationship between cholelithiasis and gall bladder carcinoma. The prac- 
tical value of early prophylactic operation in cholelithiasis seems to be relatively 
uncertain. 18 references. 2 figures. 3 tables.—Author’s abstract. 


134. Studies on Portal Hypertension. RUDOLPH F. BONO, AUGUSTO H. MORENO, 
LOUIS M. ROUSSELOT, AND WILLIAM F. PANKE, New York, N. Y. Surgery 48: 
119-141, 152-154, July, 1960. 


The production of a state of portal hypertension in the experimental animal with 
hemodynamic changes closely paralleling those observed in man has been ob- 
tained. Two hundred and twenty-nine rats of the Wistar strain were exposed to 
repeated gastric installations of carbon tetrachloride for from three to six months. 
A technique of serial splenoportography in small animals was successfully de- 
veloped and used in randomly selected members of the colony. A total of 144 
serial splenoportograms were obtained in 83 cirrhotic rats and 22 normal control 
animals. Distortion of intrahepatic vasculature was observed in 86 per cent of the 
cirrhotic animals. As an apparent response to this distorted hepatic architecture, 
portal blood regularly by-passed the cirrhotic liver and reached the heart via 
vessels of the systemic circulation. This hepatic by-pass of portal blood was 
effected through two main routes as observed in man: (1) By reversed flow into 
already existing branches of the portal system, e.g., through dilated gastroesoph- 
ageal varices, as observed in 13 per cent of these animals (9 per cent of the gastric 
type and 4 per cent esophageal), (2) through larger portal systemic communications 
(natural shunts) via the left renal vein, the iliac veins, and abdominothoracic super- 


QUARTERLY REVIEW OF SURGERY july-september 1961 ¢ 157 


ficial veins, as observed in 41 per cent of the animals. A 59 per cent incidence of 
ascites was also recorded. An elevation of portal pressure was regularly obtained 
in the more severely cirrhotic animals as measured by direct manometric readings 
from the cannulated portal vein. 21 references. 21 figures. 2 tables.—Author’s 
abstract. 


135. Percutaneous Transhepatic Cholangiography in the Diagnosis of Posthepatic 
Jaundice. MANUEL SANTOS, LUIS FIGUEROA, AND OSCAR LOPEZ, Santiago, 
Chile. Surgery 48:295-303, Aug., 1960. 


The technique of percutaneous transhepatic cholangiography and the results 
obtained in 46 cases are discussed. This examination is useful in patients with 
prolonged jaundice to determine the cause and the level of the obstruction, and 
is also of value when standard measures fail to differentiate hepatic and post- 
hepatic jaundice. Dye was introduced into the biliary tract of 38 of these patients 
(82.7 per cent). In the remaining 8 (17.3 per cent), no bile duct was punctured. 
In these 8 unsuccessful punctures, nonsurgical jaundice was present in 5, and 
therefore, in only 3 cases with posthepatic jaundice was this method unsuccessful. 
No fatalities resulted from these examinations. Complications consisted of bile 
peritonitis (1 patient) and shock (2 patients). 36 references. 9 figures.—Author’s 
abstract. 


The technique of percutaneous transhepatic cholangiography may be useful when a 
patient is intensely ill and a reasonably accurate diagnosis of either hepatocellular or 
extrahepatic jaundice cannot be made. Under such circumstances, it would be desirable 
to proceed with a laparotomy fairly promptly if extrahepatic obstruction is encountered. 
Al the time of laparotomy, transhepatic cholangiography may be useful when ob- 
struction of the ductal system is close to the porta hepatis. In 32 patients in whom 
the needle was introduced into the intrahepatic ductal system, 14 had choledocholithi- 
asis, 11 had cancer of the biliary tract, 6 had benign stenosis of the common bile duct, 
and 1 had inflammation of the sphincter of Oddi. It is very likely that in most of these 
patients an accurate preoperative diagnosis of extrahepatic obstruction could be made 
withoul percutaneous transhepatic cholangiography, and that most or all of them would 
require a laparotomy on the basis of information obtained aside from the radiographic 
findings of the cholangiograms.—W. D. H. 


136. Bile Peritonitis. H. ELLIS AND K. CRONIN, London, England. Brit. J. Surg. 
48 :166-171, Sept., 1960. 


The authors review 22 patients with bile peritonitis treated between 1938 and 
1958 at Radcliffe Infirmary, Oxford. Eleven of these patients died, but this high 
mortality appeared to be related to the long period of peritonitis in the fatal cases 
(average, 48 hours) as compared with the survivors (average, 27 hours). In 15 
patients there was an obvious pathological explanation: perforations of acutely 
inflamed gall bladders in 6, acute cholecystitis without perforation in 4, ruptures 
of cholangitic liver abscesses in 2, traumatic rupture of a cholangitic cyst in 1, 
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leakage after removal of a postcholecystectomy common duct drain in 1, and 
perforation of a stenosed common duct in an infant by a stone. Of the remaining, 
less explicable cases, there were perforations of apparently normal gall bladders 
in 3 (although in 2 there was evidence of local infarction), perforations of apparently 
normal common ducts in 2 (where either infarction or a localized mural infection 
are the suggested causes), and 2 (1 a baby of 6 weeks) were completely unexplained. 
It seems inconceivable that bile can escape through the intact healthy walls of 
the biliary tree. It is suggested that these idiopathic cases may be due to per- 
foration by a minute calculus, rupture of a tiny cholangitic abscess on the liver 
surface, or a perforation in the retroperitoneal portion of the common bile duct. 
43 references. 1 figure. 2 tables.—Author’s abstract. 


Bile peritonitis remains a highly lethal disease, especially when unrecognized. 
The 50 per cent mortality reported by these authors is, as shown, directly related to 
duration of the disease prior to ils recognition. Bile does not escape through healthy 
biliary tract mucosa and walls, but the possibility of escape must be kept in mind in 
all cases of known and suspected biliary tract disease.—Alexander Blain. 


GENITOURINARY SURGERY 


137. Experimental Cystoplasty Using Preserved Bladder Graft. TSUJI, 
HATSUICHI ISHIDA, AND JUNICHIRO FUJIEDA, Sapporo, Japan. J. Urol. 85: 
42-44, Jan., 1961. 


Experimental studies on repairing large defects of the upper part of the bladder 
of the dog by using bladder homografts preserved in alcohol or Formalin were 
successfully performed. The developing process of the new bladder part was shown 
schematically. The preserved graft served its purpose for one to two weeks by 
providing sufficient bladder capacity, by preventing urinary leakage, and by sup- 
porting the newly formed connective tissue on the outer side of the graft from the 
cut edges of the original bladder. The graft was discharged through the urethra 
after about four weeks, and a new bladder with complete epithelialization and 
muscle layers developed as a result of the regenerative power of the urinary tract. 

Although the authors have not succeeded in repairing the lower half of the 
bladder or in reconstructing the entire bladder by this method, these results suggest 
further practical applications. 6 references. 4 figures——Author’s abstract. 


138. Cancer Cells in the Circulating Blood During Operatise Management of Genito- 
urinary Tumors. OLGA JONASSON, LE ROY LONG, STUART ROBERTS, ELIZABETH 
MC GREW, AND JAMES H. MC DONALD, Chicago, Ill. J. Urol. 85:1-12, Jan., 
1961. 


Various attempts have been made to study the vascular dissemination of cancer 
through observations of cancer cells in the circulating blood. This study is con- 
cerned with the presence of cancer cells in the blood stream during diagnostic 
evaluation and surgical management of patients with malignant tumors of the 
genitourinary system. The authors used the following method: Serial blood 
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samples were taken during the preoperative and operative or postoperative periods 
from an antecubital vein or from a catheter introduced into the inferior vena cava. 
Cancer cells are isolated by flotation over albumin or by lysing the normal cells 
with streptolysin; smears are stained with the Papanicolaou technique. Cancer 
cells were identified in blood samples of 11 out of 35 surgically “‘curable” patients 
and in 24 of 55 surgically “incurable” patients. Bimanual examination of bladder 
tumors, transurethral resection of bladder and prostatic lesions, prostatic mas- 
sage, skin preparation for surgery, and open operative procedures on the kidney 
and bladder were often associated with showers of cancer cells in the blood stream. 
The fate and significance of cancer cells in the blood stream is unknown. How- 
ever, gentleness and avoidance of all unnecessary manipulation, early ligation of 
veins, and prevention of vascular influx during transurethral resection are advo- 
cated when dealing with malignant tumors of the genitourinary system to prevent 
the possible dissemination of cancer. 73 references. 8 figures. 4 tables.—Author’s 
abstract. 


139. Substitute Ileal Ureter in an Infant with Congenital Hydronephrosis of the Left 
Kidney and Congenital Cystic Hypoplasia of the Right Kidney. KENNETH M. 
LYNCH, JR., AND R. RANDOLPH BRADHAM, Charleston, S. C. Surgery 49: 
278-283, Feb., 1961. 


The case of a child born with congenital cystic hypoplasia of the right kidney 
and ureter and congenital hydronephrosis of the left kidney is presented. Salvage 
of the markedly impaired left kidney was accomplished by substitution of an ileal 
segment for the stenotic left ureter. This procedure, by eliminating the neph- 
rostomy tube in the left kidney and adding the protective mechanism of peristalsis 
to eliminate stasis in the renal pelvis, should give maximum protection to the 
markedly impaired kidney. The future of this child is dependent on avoidance of 
any renal insult by infection or dehydration. It is the authors’ belief that replace- 
ment of the ureter with a segment of ileum is a sound procedure and should find 
application in cases in which a functioning kidney is present but compromised by 
an inadequately functioning ureter. 12 references. 6 figures.—Author’s abstract. 


140. The Radio-Renogram, with Radio-Renografin-I™, as a Diagnostic Aid in 
Urologic Problems. ARTHUR F. ABT AND VINCENT A. BALKUS, Martinsburg, 
W. Va. J. Urol. 85:95-102, Jan., 1961. 


Any reproducible test of kidney function would be an aid for the internist and 
urologic surgeon in the study of patients presenting abnormalities of the genito- 
urinary tract. One of the chief benefits of the application of radioisotopes to 
medicine in the past 15 years has been the development of diagnostic techniques 
with radioactive tracers. Within the past four years, a number of reports intro- 
ducing a new diagnostic renal function test employing iodinated dyes tagged with 
radioactive iodine have been published. This report deals with the use of the 
radiorenogram using I'*!-labeled methylgiucamine diatrizoate as a survey test for 
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differential renal excretion. The authors have found the test simple and safe for 
the patient. The superiority of methylglucamine diatrizoate compared with 
iodopyracet has been pointed out. The method seems to afford useful information 
regarding renal function and will probably prove a useful diagnostic aid in detect- 
ing renal pathology, including unilateral ischemic renal artery disease. The 
curves furnished by the radiorenogram provide information regarding renal func- 
tion. They do not provide anatomic information regarding the kidneys. Ex- 
amples of the test for the normally functioning kidney and unilateral malfunction 
due to obstruction, as well as an example of hypertension due to renal artery 
disease, were presented. The chief value of the radiorenogram with methylglu- 
camine diatrizoate lies in the cross comparison of one kidney with its mate. The 
test compares favorably with other conventional renal function tests. It should 
not, however, be considered a definitive diagnostic test, since it can only indicate 
disparity in function and not the exact etiologic condition. 26 references. 9 
figures.—Author’s abstract. 


141. Hypothermia as a Therapeutic Adjunct in Management of Bacteremic Shock 
After Urological Surgery. ABRAHAM T. K. COCKETT AND WILLARD E. GOODWIN, 
Los Angeles, Calif. J. Urol. 85:358-364, March, 1961. 


Invasion of the blood stream by bacteria following surgery may produce bac- 
teremic shock. The mortality rate from this syndrome using the present accepted 
treatment is 65 per cent. Standard treatment includes intravenous antibiotics, 
vasopressor agents, and adrenal corticosteroids. This study in 15 patients was 
undertaken to evaluate hypothermia as a therapeutic adjunct; 11 of 12 hypothermic 
patients recovered from this syndrome when temperatures ranging from 88 to 
97 F. were utilized for 1144 to 4 days. Three of the hypothermic patients who 
survived did not receive adrenal corticosteroids. All 15 patients were treated 
with vasopressors and intravenous antibiotics. This study adds to evidence 
already available in experimental animals that suggests a protective effect when 
hypothermia is employed. The probable mechanism is alteration of the bacterial 
growth curve. It is suggested that total body cooling be employed as an adjunct 
to standard treatment during bacteremic shock following surgical procedures. 
45 references. 5 figures. 1 table.—Author’s abstract. 


142. Use of Teflon Grafts for Replacement of Ureters. JOHN W. WARREN, JR., WALTER 
P. BANDURA, FRANK A. BELTRAN, AND ALEJANDRO HOROCHOWSKI, Wichita, 
Kans. J. Urol. 85:265-267, March, 1961. 


In an effort to find a substitute for diseased ureters, veins, skin grafts, and 
plastic tubes of various materials have been used without good results. At the 
present time, a segment of the ileum is most commonly used to replace a ureter. 
An attempt to use an inert substance, woven Teflon tubes, was made in dogs 
after a segment of the ureter was removed. The Teflon grafts were sutured to the 
ureteral stumps with 0000 chromic catgut, plain silk, and siliconized silk. After 
varying lengths of time, the dogs were sacrificed and the surgical area examined 
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grossly and microscopically. The grafts themselves were remarkably free of cal- 
careous material, but it was found that in no instance was the anastomotic line still 
holding. The anastomosis had broken down and the ureteral stump had become 
strictured and scarred, causing hydroureter and hydronephrosis above the site of 
the graft. It was hoped that the graft would remain in situ, patent, and possibly 
replaced by fibrous tissue and ureteral epithelium as is very frequently the case in 
blood vessels. This, however, did not occur, and this use of Teflon graft for re- 
placing ureters was not successful. 17 references. 3 figures.—Author’s abstract. 


143. I. Experiences with Wire Closure of Lumbodorsal Incisions. II. Investigation 
of Tissue Reaction from the Thermal Effects of Diathermy. ARCHIE L. HEWETT, 
BRYANT W. JONES, AND JAMES W. HEADSTREAM, Little Rock, Ark. J. Urol. 
85:420-425, April, 1961. 


A rapid technique for the closure of lumbodorsal incisions for upper urinary 
tract surgery has been employed at the University of Arkansas Medical Center 
since January 1, 1951. While the kidney elevator is raised, 14 inch lengths of 00 
or 000 braided stainless steel wire on a trocar point, round needle are passed through 
the deep subcutaneous fascia in successive deeper muscle layers on one side of the 
lumbar incision and out the same layer on the opposite side in reverse order. The 
wire sutures are spaced 1 to 2 cm. apart. The elevator is lowered, and the sutures 
are tied only tight enough to obtain snug approximation of the tissues. Any 
drains or tubes are brought out between the wire sutures near the posterior angle 
of the wound. The skin is closed with interrupted 000 or 0000 black silk. A 
wound granuloma with a draining sinus around one wire suture developed in 4.0 
per cent of 721 cases. The sinus healed within seven days after removal of the 
offending wire suture. An incisional hernia developed in 2 very obese patients. 

The question of the thermal effects of short wave diathermy on buried, braided 
stainless steel wire in postoperative lumbodorsal incisions is raised. An experi- 
ment is presented in which chromic catgut and 000 braided stainless steel wire 
were buried in bilateral lumbodorsal incisions in dogs and postoperatively treated 
with short wave diathermy. Pathologic sections of the areas where the wire and 
catgut were implanted were studied. Marked inflammatory reaction was found 
in the tissues contiguous to the catgut without apparent variation in the degree 
of reaction with postoperative diathermy. No inflammatory reaction or thermal 
destruction was found in the tissues contiguous to the wire sutures regardless of 
whether or not diathermy was used or of the length of time post diathermy. 17 
references. 4 figures.—Author’s abstract. 


144. Transposition of Lower Polar Vessels: An Operative Approach to Hydrone- 
phrosis. WILHELM BROSIG AND ARNE-ANDREAS KOLLWITZ, Berlin, Germany. 
J. Urol. 85:453-458, April, 1961. 


The significance of aberrant vessels passing to the lower pole of the kidney in 
the pathogenesis of ureteropelvic obstruction remains a controversial subject. 
Although the authors do not feel justified in stating that aberrant vessels alone can 
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cause hydronephrosis, the transposition of such vessels will, in the presence of 
hydronephrosis, in many instances alleviate the symptoms of ureteropelvic ob- 
struction, allow satisfactory drainage of the renal pelvis, and result in a reduction 
of pelvic and calyceal distention. In each case, an organic stenosis of the pelvic 
outlet has to be ruled out, of course. The transposition of lower polar vessels 
associated with hydronephrosis seems to the authors to be the ideal operation, 
since it is simple, avoids the opening of the urinary tract and sacrifice of renal 
parenchyma, relieves the anatomic obstruction, and preserves the continuity of 
the ureter. In 4 patients operated upon by them for hydronephrosis, in which 
obstructing aberrant vessels were found and the ureteropelvic junction was patent, 
the vessels were mobilized from the renal pelvis by careful dissection, placed at a 
higher level on the renal pelvis close to the main artery, and attached to the medial 
border of the kidney parenchyma by encasing them in a flap of perirenal fat from 
the anterior pelvic wall. Nephropexy of the lower pole was then carried out 
routinely. The clinical results are good after a follow-up period of between 1 and 
15 months. 43 references. 6 figures.—Author’s abstract. 


145. Clinical Manifestations and Cytology of Hypernephromas. GERALD P. MURPHY 
AND RONALD H. FISHBEIN, Baltimore, Md. J. Urol. 85:483-487, April, 1961. 


The histologic classification of malignant tumors of the adult renal parenchyma 
has been a subject of controversy. Failure to find any difference between such 
tumors has led to the use of the generic label of hypernephroma. The purpose of 
this study was to determine on a double-blind basis if any correlation existed 
between the clinical course and cellular structure, studied by several staining tech- 
niques. Particular emphasis was placed on possible relationship between granu- 
larity and degree of malignancy. Review of common clinical symptoms and signs 
in this patient group disclosed a significant number with urolithiasis and elevated 
erythrocyte sedimentation rates. An analysis of the foci of predilection for meta- 
static lesions was made in 42 patients who presented with diagnosable metastases. 
In the entire 90 patient group a 17 per cent five year survival rate was observed. 
Thirteen patients who had surgery performed for metastatic lesions are presented 
with follow-up. A statistically significant correlation was found to exist between 
the survival time of the patient and granularity of the tumor cytoplasm, regardless 
of the clinical treatment. Further metabolic analysis of this finding is now being 
undertaken. 19 references. 2 figures. 4 tables.—Author’s abstract. 


146. The “Herald” Lesion of the Bladder: A Lesion Which Portends the Approach 
of Cancer or Inflammation from Outside the Bladder. MEYER M. MELICOW AND 
AURELIO c. usON, New York, N. Y. J. Urol. 85:543-551, April, 1961. 


The term herald lesion of the urinary bladder refers to certain cystoscopic and 
pathologic changes caused by the encroachment upon the bladder of an extra- 
vesical neoplastic or inflammatory process. Thus, carcinoma and/or diverticulitis 
of the sigmoid or rectum, as well as cancer of the uterus, may produce vesical 
symptoms such as frequency, hematuria, dysuria, etc., while remaining silent at 
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the site of origin. Furthermore, cystoscopy may reveal a bulge, an area of bullous 
edema, or a “papillary” formation, partly necrotic and covered with flocculent 
debris, in certain critical areas within the bladder—behind the trigone (uterus), 
at the left lateral wall (sigmoid or rectum), and at the trigone (prostate). Biopsy 
of these lesions will show a variety of changes, ranging from acute or chronic 
cystitis, cystitis cystica or glandularis, urothelial hyperplasia with or without 
squamous cell metaplasia, and papilliform formation(s) to neoplastic infiltration 
by the extravesical malignancy. In diverticulitis of the sigmoid invading the 
bladder, pronounced inflammatory reaction involving the entire bladder wall is 
usually present. At the Squier Urological Clinic and other services of Presbyterian 
Hospital, New York, 147 patients with vesical herald lesions were seen from 1945 
to 1960. Forty-six lesions were induced by cancer of the uterus (eight of the 
corpus, 38 of the cervix) two of the ovary, and one of the vulva; 59 lesions re- 
sulted from the sigmoid rectum, 23 from the prostate, eight from diverticulitis 
of the sigmoid colon, one from granuloma of the perivesical region, and seven from 
metastases from neoplasms of distant organs. The involvement of the bladder by 
an extravesical process (malignant or inflammatory) that may be silent at the site 
of origin is of sufficient frequency to warrant consideration and awareness on the 


: part of urologists, gynecologists, general surgeons, and pathologists of the signifi- 


cance of the vesical herald lesion. 13 references. 7 figures. 1 table.—Author’s 
abstract. 


147. The Treatment of Priapism by Penile Aspiration Under Controlled Hypo- 
lension. LEO KRAUSS AND TERENCE FITZPATRICK, New York, N. Y. J. Urol. 
85:595-598, April, 1961. 


The treatment of priapism in the past has been empirical, inconsistent, and gen- 
erally unsuccessful. Blood retained within the cavernous sinuses forms a viscid 
sludge. If left untreated, the erection may persist for some time with ultimate 


- gradual subsidence and the unusually inevitable consequence of impotence. A 
- new technique of treatment, successfully utilized in 3 patients, is described. After 


general endotracheal anesthesia is induced, a solution of trimethaphan camphor- 
sulfonate, a ganglionic blocking agent, is slowly infused. The systolic blood 
pressure is gradually reduced to approximately 70 mm. The corpora are evacuated 
through a size 14 needle inserted into each corpus cavernosum at the base of the 
erect penis. This is followed by copious irrigation with 5 to 10 ml. increments of 
saline. The blood pressure is then allowed to return to a normotensive level, and 
the anesthesia is discontinued. Sexual potency was retained in all 3 patients. 
One patient had recurrence of priapism four months following this treatment. 
Re-evacuation of the corpora under controlled hypotension with subsequent pres- 
ervation of erectile power was again successful. For best results, therapy should 
be instituted immediately after the diagnosis is made. Hematologic analysis of 
the sludge evacuated from the corpora of 1 patient revealed no detectable fibrino- 
gen. This would suggest that intravascular coagulation with subsequent fibrin- 
olysis has occurred. This may be due to increased fibrinolytic activity within the 
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corpora, which would serve to inhibit thrombus formation. Actual demonstration 
of its presence awaits further experimental work. 7 references. 1 table.—Author’s 
abstract. 


GYNECOLOGIC SURGERY 


148. Cancer of the Vulva. Experiences with the Radical en Bloc Operation. FINN 
LUNDWALL AND DYRE TROLLE, Copenhagen, Denmark. Acta chir. Scandinav. 
120:439-446, Feb., 1961. 


During the period 1943-1953, an all-Denmark annual average of 44 cases of 
newly diagnosed cancer of the vulva were entered on the Danish Cancer Register. 
The standard treatment offered to these patients is radical vulvectomy with bi- 
lateral dissection of the superficial and deep inguinal lymph nodes. The surgical 
technique in use at the Department of Gynaecology I, Rigshospitalet, Copenhagen, 
up to 1957 was radical vulvectomy with dissection of the iliopelvic and inguinal 
lymph nodes in one or more stages, using separate incisions for the vulvectomy 
and for the node dissection. In this paper, the authors describe the development 
of the en bloc operation, reporting on a series of 21 patients with vulvar carcinoma. 
The aim was to omit iliopelvic dissection if no metastases had been demonstrated 
by frozen section of an enlarged inguinal lymph node or of Cloquet’s node in the 
course of the operation. The best and most rapid wound healing is obtained by 
leaving the wound open, with the exception of the lateral part of the groin wounds 
and the perineal wound. Prophylactic anticoagulant therapy is used. A tumor 
that has extended close to the sphincter ani or already involved it requires a per- 
manent colostomy and excision of the arius and lower rectum. The complications 
of en bloc operation are listed. It is suggested that the treatment of these often 
frail and old patients be centralized, since this would afford more experience in 
treating the disease. 8 references. 1 figure.—Author’s abstract. 


I doubt that a consensus of Danish surgeons would agree that all serious diseases 
occurring annually in 44 citizens of that country should be treated in special centers. 
Danish medicine and surgery, although socialized, has many fine surgeons who are 
good general surgeons. These men do not see the treatment of such lesions as this from 
a worm’s eye view any more than American surgeons do.—Alexander Blain. 


149. Serum Lipid Patterns Before and After Castration of the Human Female. 
RICHARD W. STANDER AND JOHN N. LEIN, Indianapolis, Ind. Surg., Gynec. 
& Obst. 112:450-454, April, 1961. 


Growing interest in the role of the ovary in partition of lipides in the human 
female prompted a study of 28 premenopausal women who were castrated surgically 
or by radiation for a variety of gynecologic disorders. Determinations of total 
cholesterol, phospholipides, and cholesterol-phospholipide ratio were carried out 
before and after ablation of ovarian function. Significant increases in cholesterol 
and phospholipide were found when postcastration determinations were compared 
to pretreatment values, but no change in the cholesterol-phospholipide ratio was 
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noted. Although the role of the lipide changes observed in possible development of 
cardiovascular disease is unknown, evidence continues to accrue that the cause of 
lipide homestasis in the female may be served by conservation of ovarian tissue 
at the time of pelvic operations. 14 references. 1 table.—Author’s abstract. 


At the risk of offending more than one famous gynecologist, we view routine oophorec- 
tomy during hysterectomies as about as logical a procedure as would be routine orchidec- 
tomy during prostatectomies. Justification on the basis of prophylaxis against possible 
future ovarian carcinoma is not statistically valid. In fact, our knowledge of ovarian 
function even afler cessation of the menses contraindicates elective human female cas- 
tration. This study merely helps to confirm the present suspicion thal estrogens may 
protect the female sex from coronary arlery disease.—Alexander Blain. 


VASCULAR SURGERY 


150. A New and Simple Method of Preventing Spinal Cord Damage Following 
Temporary Occlusion of the Thoracic Aorta by Draining the Cerebrospinal Fluid. 
KIYOSHI MIYAMOTO, AKIRA UENO, TATSUO WADA, AND SEIJI KimoTo, Tokyo, 
Japan. J. Cardiovasc. Surg. 7:188-197, Sept., 1960. 


The cerebrospinal fluid pressure was elevated 25 to 50 mm. of water over the 
preclamping level during aortic occlusion just distal to the left subclavian artery 
in dogs. Believing that the elevated cerebrospinal fluid pressure might make 
spinal cord ischemia following the aortic occlusion more severe by compressing the 
blood vessels supplying the cord, and that the reduction of the pressure might 
facilitate blood supply to the lumbosacral cord, we devised a new method of pre- 
venting paraplegia following temporary occlusion of the thoracic aorta by reduc- 
ing its pressure to about 30 mm. of water during the aortic occlusion. A striking 
decrease of the incidence of paraplegia and noticeable reduction of degenerative 
changes of the spinal cord were observed in dogs operated on using this method as 
compared to control dogs. Since no paraplegia was noted after resection and 
grafting of the descending thoracic aorta in dogs operated upon applying this 
method, we applied this method successfully to surgical treatment on 2 patients 
suffering from aneurysm of the descending thoracic aorta. 20 references. 11 
figures. 1 table.—Author’s abstract. 


151. Hypertension Caused by Fibromuscular Hyperplasia of the Renal Arleries. 
EDWIN J. WYLIE AND JOHN S. WELLINGTON, San Francisco, Calif. Am. J. 
Surg. 100:183-193, Aug., 1960. 


Eight hypertensive women were seen recently at the University of California 
Medical Center, San Francisco, in whom the hypertension was apparently caused 
by the stenosing effect of fibromuscular infiltration of the renal arteries. The 
youngest woman was 18 and the oldest was 42. Only 3 of the patients had de- 
veloped hypertension as a complication of pregnancy, indicating that pregnancy is 
probably not a factor in the pathogenesis of this lesion. Renal arteriography in all 
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8 patients showed the characteristic sausage string irregularities of the middle or 
distal segment of one or both renal arteries. Studies of the urinary excretion of 
phenolsulfonphthalein and sodium demonstrated unilateral or bilateral depression 
of renal function in all patients. Five of the patients were successfully treated 
for hypertension by reconstruction of the renal arteries. Pathologic examination 
of the resected segments of the renal arteries showed uniform changes charac- 
terized by dense infiltration of the media and adventitia with smooth muscle and 
fibrous tissue and disruption of the internal elastic membrane. In all cases the 
histologic changes were confined to the renal arteries and their primary branches 
proximal to their entrance into the kidney. The proximal portions of the renal 
arteries appeared to be uninvolved. On the basis of this experience, it would 
appear that this peculiar arterial lesion is a not uncommon cause of hypertension 
in young adult women. During the two year period in which these cases were 
discovered and in which arteriography was used more frequently in the study of all 
hypertensive patients, we found only 18 patients with the more common lesion 
of arteriosclerotic stenosis of one or both renal arteries. 5 references. 3 tables.— 
Author’s abstract. 


152. Deep Hypothermia for Intracardiac Surgery. Experimental and Clinical Use 
Without an Oxygenator. ARCHER S. GORDON, JOHN C. JONES, LOUIS G. LUDDING- 
TON, AND BERTRAND W. MEYER, Los Angeles, Calif. Am. J. Surg. 100:332- 
337, Aug., 1960. 


Rapid extracorporeal cooling of blood by means of efficient heat exchangers has 
made possible prolonged intracardiac surgery without the use of a mechanical 
oxygenator. Detailed physiological studies have been carried out on 60 dogs and 
50 consecutive congenital cardiac patients. Animals have survived cooling to 
5 C. and rewarming after 60 minutes of total circulatory arrest. Patients have 
been cooled to 8 C. and have successfully sustained one hour of circulatory arrest. 
Studies during cooling and rewarming have included: (1) Simultaneous measure- 
ment of temperature in brain, heart, muscle, skin, rectum, esophagus, and superior 
vena cava, (2) oxygen consumption during cooling to temperatures of 5 C., (3) 
continuous recording of electrocardiograms, electroencephalograms, and blood 
pressure, and (4) acid-base balance as measured by frequent pH, COs, lactic acid, 
and pyruvic acid. There has been no evidence of central nervous system damage 
in the clinical or laboratory cases in this series. Ventricular fibrillation has occurred 
in 90 per cent of patients and animals at temperatures below 20 C. There is no 
evidence of acidosis during cooling, but pH and CO, fall during and after rewarm- 
ing, owing to a moderate rise in lactic acid and pyruvic acid. The clinical cases 
have not required treatment for postoperative acidosis. Lesions successfully 
operated on with this technique include atrial septal defects, total anomalous 
pulmonary venous drainage, aortic stenosis, pulmonary valvular and/or infun- 
dibular stenosis, ventricular septal defects, and tetralogy of Fallot. The advan- 
tages of the method include minimal mechanical equipment (two pumps, two 
gravity reservoirs, and a heat exchanger), small priming volume (1200 ml. of blood), 
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simplicity of surgery, and an ideal surgical field, completely quiet and bloodless 
without the use of drugs or anoxic arrest. 12 references. 1 figure. 5 tables.— 
Author’s abstract. 


153. The Obituary of Ivalon Arterial Grafts. EDWARD A. FITCH, FRANK R. DENMAN, 
AND GEORGE W. WALDRON, Houston, Texas. A.M.A. Arch. Surg. 87:825- 
833, Nov., 1960. 


The best Ivalon arterial graft available is made by rolling uniform sheets of the 
material around a brass rod and compressing it uniformly from five- to eightfold 
in a stainless steel mold. Even so, it has been proved that these grafts show an 
alarming tendency to undergo dilatation and rupture with the passage of time. 
Beginning with the first implantation in August, 1955, 20 grafted patients have 
been followed up four years postoperatively. One thoracic aortic graft had a 
fatal anastomotic disruption on the ninth postoperative day. Three of six ab- 
dominal aortic grafts underwent a fatal rupture as late as 31 months postopera- 
tively. One of nine iliac by-pass grafts formed an aneurysm and ruptured in the 
thigh at the ninth postoperative month. All four femoral artery grafts thrombosed 
within 48 hours postoperatively. Ivalon’s carcinogenic potentiality is still dis- 
puted. Tissue reaction to Ivalon is variable. No commercial sources produce the 
Ivalon graft; hence the properties of each individual graft must vary somewhat. 
Incorporation of a stronger fiber within the Ivalon may allow a usable graft to be 
constructed; however, the recent development of suitable woven Teflon prostheses 
probably makes such further effort unnecessary. The use of Ivalon grafts as 
arterial conduits in the human patient is unjustified. 23 references. 10 figures. 
1 table.—Author’s abstract. 


154. Simultaneous Bilateral Renal Artery Replacement by Fresh Arterial Autografts. 
BERNARD SEIDENBERG AND ELLIOTT Ss. HURWITT, New York, N. Y. Ann. 
Surg. 152:987-990, Dec., 1960. 


Opportunities for and advantages of renal arterial replacement in preference to 
nephrectomy in the management of selected cases of hypertension and related 
clinical problems are being recognized with increasing frequency. The biologic 
superiority of autografts over other substitutes for small arteries is unchallenged. 
The presence of expendable intra-abdominal arteries capable of maintaining normal 
renal function includes the additional benefit of requiring only one anastomosis. 
Successful human splenorenal arterial anastomoses, first accomplished at Mon- 
tefiore on April 19, 1955, have subsequently been confirmed by others. Simul- 
taneous bilateral renal arterial replacement has now been achieved in a series of 
dogs, employing the splenic artery for the left kidney and the inferior mesenteric 
artery for the right. Efficient function of the revascularized kidneys in 6 long- 
term survivors (up to 612 days) has been corroborated by intravenous pyelography. 
Patent anastomoses and intact renal parenchyma have been demonstrated fol- 
lowing sacrifice of the animals. Whenever possible, the use of these autogenous 
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arteries is recommended as the optimum method for renal arterial replacement. 
21 references. 3 figures.—Author’s abstract. 


155. Chronic Venous Insufficiency of the Lower Extremity. JOHN J. CRANLEY, 
RAYMOND J. KRAUSE, AND EDWARD S. STRASSER, Cincinnati, Ohio. Surgery 
49:A8-58, Jan., 1961. 


Chronic venous insufficiency of the lower extremity includes all pathologic con- 
ditions of the limb that result from incompetence of the venous valves, which may 
be limited to the superficial or deep set of veins or be present in both at the same 
time. A state of venous hypertension upon ambulation results, which is believed 
to be the prime factor in producing the typical syndrome of daily swelling, pig- 
mentation, induration, and ulceration of the lower extremity. 

In 543 limbs with ulceration of the leg secondary to venous insufficiency, a clear- 
cut history of deep venous thrombosis was found in 64 per cent and an additional 
7 per cent probably had silent venous thrombosis. In 29 per cent, the ulceration 
was due to varicose veins alone. The most effective treatment of varicose veins, 
with or without ulceration, is stripping, excision, and avulsion of all visible dilated 
veins; 20 to 30 incisions may be necessary in each extremity. Existing ulcers 
due to venous insufficiency are healed prior to definitive surgical therapy, prefer- 
ably by application of a pressure bandage and ambulation (in this series, 89 per 
cent). When this is impractical, healing may be brought about by complete ex- 
cision of the ulcer, followed by application of a split-thickness skin graft, or by 
bed rest with elevation of the limb above heart level. After healing is complete, 
radical removal of the long and short saphenous systems is carried out. When the 
ulceration is due to involvement of the deep veins, division and ligation of the 
communicating veins according to the method of Linton is added to the pro- 
cedure. In all cases, an elastic stocking of sufficient weight to prevent edema is 
worn postoperatively until all swelling has subsided. By the methods described, 
97 per cent of all ulcers were healed (80 per cent while the patient was ambula- 
tory). When the ulcer was due to varicose veins alone, 94.5 per cent remained 
healed after surgical removal of these veins. Following the Linton type of pro- 
cedure, 85 per cent of the limbs have remained healed to date with a one to seven 
year follow-up. 17 references. 2 figures. 6 tables—Author’s abstract. 


156. Healing Complications with Plastic Arterial Implants. ROGER F. SMITH AND 
D. EMERICK SZILAGYI, Detroit, Mich. A.M.A. Arch. Surg. 82:14-24, Jan., 
1961. 


The purpose of this study was to recount the incidence, causes, and treatment 
of healing complications (wound infections, anastomotic false aneurysms, and 
suture line hemorrhages) in 343 reconstructive arterial operations using plastic 
arterial substitutes (in 90 per cent of the cases elastic woven Dacron prostheses). 
There were three superficial and 11 deep wound infections. Among the cases of 
deep wound infection six serious hemorrhages occurred, and in 3 patients fatal 
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septicemia developed; in most of these the infected prostheses had to be removed. 
The etiological factors in the 32 false aneurysms, seven of which ruptured, were in 
the following order of frequency: diseased arterial wall at the site of anastomosis, 
defective suturing, defective prosthesis, and deep wound infection. Excision with 
reconstructive repair was successful in more than half the cases. 4 references. 
5 figures. 8 tables.—Author’s abstract. 


157. Influence of Porosity on Synthetic Grafts. Fate in Animals. 3. HAROLD HAR- 
RISON AND PABLO A. DAVALOS, Atlanta, Ga. A.M.A. Arch. Surg. 82:8-13, 
Jan., 1961. 


In a continuing study of various synthetic grafts in more than 500 animals during 
the past five years, the importance of the role of porosity has become more ap- 
parent: To evaluate this factor, knitted and woven crimped Teflon grafts and 
knitted crimped Dacron grafts with widely varying and measured porosities were 
inserted into the abdominal aortas of 175 dogs. Composite grafts 18 cm. in length 
with equal segments of varying porosities in rotating positions were inserted in 
thoracic aortas of 20 dogs to determine the influence in the same graft and animal. 
The most suitable of the Teflon grafts inserted in 90 humans afforded some com- 
parison. Grafts that are too porous (some of which are being used clinically) bleed 
excessively. Though this could be controlled at the time of insertion, there was 
bleeding through the interstices in the postoperative period, resulting in exsanguin- 
ation or hematomas. All nonporous grafts in both large and small vessels became 
occluded by thrombosis. Sixty-five per cent of the tightly woven grafts with a 
low porosity remained patent, compared to 90 per cent in the more porous group. 
The healing time varied directly with the porosity, being much longer in the grafts 
with lower porosities. Better results were obtained in humans; however, similar 
complications were encountered in sufficient number to indicate that the experi- 
mental results are valid. The results in this study indicate that the ideal porosity 
is that just below the point of allowing excessive bleeding. Consistency in pro- 
duction of grafts with reproducible porosities is being accomplished and offers 
much in the replacement of small blood vessels, a problem that is far from being 
solved. 3 references. 8 figures. 3 tables.—Author’s abstract. 


ORTHOPEDIC SURGERY 


158. Prognosis of Fractures of the Acetabulum. CARTER R. ROWE AND J. DRENNAN 
LOWELL, Boston, Mass. J. Bone & Joint Surg. 43A :30-59, 92, Jan., 1961. 


This is a report on the prognosis of fractures of the acetabulum from the authors’ 
observation of a series of 93 consecutive patients with such injuries admitted to 
the Massachusetts General Hospital. Fifty-one patients had been followed up for 
from one to five years, and 42 from 6 to 27 years. The authors classified these 
patients into four groups, based on the original epiphyseal divisions of the acetab- 
ulum, because they found this method of separation clear cut and useful in the 
prediction of end results. Group I, patients with undisplaced linear fractures, had 
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excellent results without late degenerative arthritis. In group II, patients with 
posterior acetabular fractures, 65 per cent had excellent to good hips and 35 per 
cent had fair to poor hips, depending on the degree of joint stability and amount 
of injury to the femoral head. In group III, patients with inner-wall fractures, 
90 per cent were found to have excellent to good hips, 10 per cent had fair hips, 
and none had poor hips. Ninety-three per cent of this group was treated by 
closed conservative methods. The authors therefore feel that reduction of the inner 
wall is unnecessary so long as the femoral head remains under an intact superior 
articular dome. In group IV, patients with superior dome and bursting fractures, 
58 per cent had excellent to good joint function and 42 per cent had fair to poor 
results. The outcome in group IV was more difficult to predict but seemed to 
depend on the restoration of a reduced or congruous articular surface for the su- 
perior dome and a proper relationship of the femoral head with respect to the 
superior dome. The authors thought that open reduction for this group should 
be reserved for those fractures in which the superior dome is appreciably displaced 
and not sufficiently improved by closed treatment. The fragments should also 
be of such size that they can be manipulated and reconstructive procedures per- 
formed at a later date if needed. 9 references. 20 figures. 8 tables.—Author’s 
abstract. 


This is an excellent review of a large series of cases with fractures of the acetabulum 
and with sound conclusions and recommendations.—H. R. McCarroll. 


159. Radiotherapy for Osteogenic Sarcoma. ROBERT C. TUDWAY, Bristol, England. 
J. Bone & Joint Surg. 43B:61-67, Feb., 1961. 


The purpose of this paper is to consider the possible contribution of radiotherapy 
in the light of the records and experience gained by the Bristol Bone Tumour 
Registry. The cases of 60 patients with osteogenic sarcoma who were radically 
treated, either by amputation of a limb or by heavy radiation dosage, were studied. 
It was found that survival of the patient for five years depends more on the his- 
tological grading of the tumor than on the choice of amputation or radiotherapy. 
Grading of the tumor is based on the number of cells in mitosis. Grade I cases 
are the most benign and will probably do well by either method. For example, 
5 out of 7 patients classified as having grade I tumors survived for five years after 
amputation and 4 out of 6 after radical radiotherapy. Of the patients classified 
as having grade III tumors (most malignant), none survived for five years after 
either mode of treatment. Features of all surviving patients are tabulated and 
full details given of the radiotherapy cases. It is suggested that the patients who 
do well include most of those in whom diagnosis of the primary tumor was difficult 
at the outset, the onset of the disease was not quite typical, and the distinction 
from inflammatory disease only finally made by biopsy. Finally, it is suggested 
that many more cases of osteogenic sarcoma of the upper limb should be treated 
by radiotherapy. A prosthesis here is relatively inefficient. The radiotherapy 
must be by Co or other supervoltage, to minimize bone necrosis, and 7000 to 
8000 rads of tumor dose is recommended in 8 to 10 weeks. Amputation is still 
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the treatment of choice in the lower limb. 1 reference. 12 figures. 4 tables.— 
Author’s abstract. 


It is difficult to accept the proposal that an osteosarcoma of the upper extremity 
should be treated more frequently by radiation therapy, whereas in the lower extremity 
amputation still represents the procedure of choice. A tumor of similar type in either 
location should justify the same basic approach. The fact that a prosthesis is rela- 
tively inefficient in the upper extremity should have no influence on the management of 
a tumor of this type-—H. R. McCarroll. 


160. The Influence of the Nervous System upon the Growth of Bones. P. A. RING, 
Surrey, England. J. Bone & Joint Surg. 43B:121-140, Feb., 1961. 


A number of animals have been subjected to experimental nerve lesions in the 
limbs to determine the influence of the peripheral nervous system upon the growth 
of bone. Measurements have been made upon the length and weight of the dried 
tibia in these animals at varying periods after operation. In the young rabbit, 
simple exposure of the peroneal nerve or division of the sural nerve produced no 
change in the growth rate of the tibia but division of both peroneal nerves, pro- 
ducing paralysis of the muscles below the knee, led to lengthening of the affected 
tibia. A similar lengthening was seen after division of tendons around the ankle, 
but in spite of this lengthening the tibia on the side of the operation was almost 
always lighter than its fellow. Lengthening of the tibia was also produced by 
division of the anterior nerve roots supplying the hind limb of the puppy, but no 
change could be detected in the growth of this bone after lumbar sympathectomy. 
The significance of experimental nerve lesions of this type is considered, together 
with recent observations upon the growth of bone in the presence of lower motor 
neuron lesions in the child. From this analysis it is suggested that the initial 
effect of paralysis is to produce lengthening of the affected bone, lengthening 
probably being due to the hyperemia of disuse. In the presence of persistent 
paralysis, the growth of the limb is ultimately depressed but this depression is 
rarely seen in the experimental animal because the growing period is short. The 
cause of this secondary depression of bone growth must at the moment be regarded 
as mechanical. 49 references. 3 figures. 12 tables.—Author’s abstract. 


161. Contributions of Endosteum, Cortex, and Soft Tissues to Osteogenesis. c. 
ANDREW L. BASSETT, DANIEL K. CEIGHTON, AND FRANK E. STINCHFIELD, New 
York, N. Y. Surg., Gynec. & Obst. 172:145-152, Feb., 1961. 


A technique for producing isolated chambers within cortical bone was employed. 
In one experiment, 4 X 20 mm. defects in adult canine radii were segregated from 
both periosteal and endosteal elements by either semipermeable Millipore filter 
or impermeable silicone rubber (Silastic) membranes. After 30 days, abundant 
quantities of reactive new bone were found in the defects. Osteogenesis was always 
more advanced in the proximal ends of the gaps than in the distal ends. Bone 
formation seemed to result from migration of residual endosteal cells and in part 


172 « July-september 1961 QUARTERLY REVIEW OF SURGERY 


| 


from cells arising in transected Haversian canal systems. Healing was more rapid 
in the cortical chambers with Millipore than in those with Silastic walls. In this 
experiment, extracellular fluid passing through the Millipore filter from the soft 
tissues nurtured cells that migrated beyond their proliferating blood supply and 
supported them in their osteogenic function. Cartilage and chondro-osteoid 
matrix were found only in defects isolated by the impermeable Silastic. In a second 
experiment, the cortical defects were exposed on their endosteal surface and the 
periosteal surface was covered by a wall of either Millipore or Silastic. Defects 
were oblierated more rapidly than in the first experiment. Healing resulted pri- 
marily from a centripetal proliferation of endosteal callus, and did not differ sig- 
nificantly from that observed in control animals where defects were exposed on 
both endosteal and periosteal surfaces. Periosteal new bone was scanty in all 
animals. 11 references. 8 figures. 1 table—Author’s abstract. 


162. Tennis Elbow. R. s. GARDEN, Preston, England. J. Bone & Joint Surg. 
43B:100-106, Feb., 1961. 


The condition that is so inappropriately known as tennis elbow is largely an af- 
fliction of middle age. Many methods of treatment have been suggested for its 
relief, but much has been done in the past to discredit these measures by laxity 
of diagnosis. The condition is characterized by pain over the outer aspect of the 
elbow and by aggravation of this pain during radial extension of the wrist. Simi- 
larly, the essential features in diagnosis are tenderness on pressure over the radio- 
humeral gap and acute discomfort on resisted extension of the wrist. Radial ex- 
tension of the wrist is performed by the extensor carpi radialis longus, which 
arises from the lateral epicondylar ridge, and by the extensor carpi radialis brevis, 
which derives from the lateral humeral epicondyle, lateral ligament of the elbow, 
and, through this structure, from the elbow joint capsule and orbicular ligament. 
It is believed that degenerative changes in the orbicular ligament may play a 
significant role in the pathology of tennis elbow. Contraction of the extensor carpi 
radialis brevis is considered to be the principal pain-producing factor in this con- 
dition, and it has been found that Z lengthening of the tendon of this muscle has 
relieved the symptoms when conservative measures have failed. Seventy-five 
and two-tenths per cent of 114 patients were relieved of the discomfort of tennis 
elbow by one or two intra-articular injections of 25 mg. of hydrocortisone acetate. 
This represents only a slight increase in successful results as compared with the 
published figures for injection into the point of maximal tenderness and cannot 
be held to justify the additional risks that injection directly into the elbow joint 
must entail. The late results in 50 patients who were treated by Z lengthening of 
the tendon of extensor carpi radialis brevis during the past five years have shown 
that this operation results in diminution neither of the power of wrist dorsiflexion 
nor in the efficiency of the grip. 11 references. 3 figures. 1 table.—Author’s 
abstract. 


Conservalive management is sufficient in most of these patients. Detachment of 
the extensor aponeurosis from the lateral epicondyle with a simple folding and at- 


QUARTERLY REVIEW OF SURGERY July-september 1961 ° 173 


tachment at a lower level would seem to be a more certain operative approach in those 
patients where surgery is required.—H. R. McCarroll. 


MISCELLANEOUS 


163. Acute Idiopathic Retroperitoneal Fibrosis. RALPH J. THOMPSON, JR., RICHARD 
CARTER, L. DEAN GIBSON, ORAN K. REISWIG, AND DAVID B. HINSHAW, Los 
Angeles, Calif. Ann. Surg. 153:399-406, March, 1961. 


In 1948 Ormond described an apparently new disease entity of unknown etiology, 
characterized by compression of both ureters by a dense, fibrotic retroperitoneal 
process. The symptomatology in the chronic stage is vague until one or both 
ureters become obstructed; then symptoms related to ureteral obstruction appear. 
This is the most frequent manifestation of the disease. The 2 cases forming the 
basis of this report represent examples of this disease seen at an early stage, which 
simulated acute surgical abdominal disease. In its chronic phase the process may 
lead to compression of the aorta and the vena cava as well as the ureters and 
kidneys. Therefore, the general surgeon should be familiar with the condition. 
The pathogenesis of idiopathic retroperitoneal fibrosis is theoretical at present. 
Possible contributing causes are discussed. The disease should -be considered in 
its chronic phase in all cases of bilateral ureteral obstruction if ureteral calculi can 
be ruled out. Retroperitoneal fibrosis in an acute stage may suggest a ruptured 
viscus' with secondary involvement of the retroperitoneal space. Principles of 
therapy include the relief of ureteral obstruction, if present, and the preservation 
of renal tissue. Although ureterolysis appears to give excellent long-term results, 
a number of cases have been successfully treated by exploratory operation, biopsy, 
and postoperative use of antibiotics. Adrenocorticosteroids have been used in a 
few cases with apparent clinical improvement. The recent literature is reviewed 
and current concepts in the pathogenesis, diagnosis, and surgical management of 
this disease are summarized. 30 references. 7 figures.—Author’s abstract. 


164. Regional Perfusion with Antibiolics: Method for the Treatment of Chronic In- 
feclions. ROBERT F. RYAN, KEITH REEMTSMA, G. W. BEDDINGFIELD, OSCAR 
CREECH, JR., AND JACK WICKSTROM, New Orleans, La. A.M.A. Arch. Surg. 
82: 482-487, March, 1961. 


The futility of standard surgical therapy in the treatment of certain cases of 
chronic osteomyelitis and other localized infections is well recognized. Resistant 
bacteria, sensitive only to drugs possessing systemic toxicity, magnify the problem, 
but this can be minimized with isolation perfusion techniques. Since many anti- 
biotics) neutralize heparin and cause clotting in the perfusion circuit, extensive 
animal. experiments were necessary to determine suitable drug dosages. When 
neomycin is used, the perfusate is dextran in A. C. D. solution, but heparinized 
blood is used with 4 Gm. of chloramphenicol, and 150,000 units of bacitracin for 
common femoral artery perfusion. Eight patients with chronic osteomyelitis of 
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2 to 50 year’s duration have undergone isolated perfusion. Although 3 patients 
had recurrence of their drainage and amputation, the first patient treated by this 
method on December 8, 1958, remains well. Interpretation of results must be 
guarded because of the relatively short period of follow-up. 8 references. 4 figures. 
2 tables.—Author’s abstract. 


Isolation perfusion techniques in infected limbs would appear to invite substantial 
hazards. The problem in old osteomyelitis is usually a mechanical one, not im- 
munologic, and usually requires correction of the mechanical factor, i.e., wide open 
drainage and removal of sequestra.—M. M. R. 


165. Ultraviolet Radiation in the Operating Room. Intensities Used and Bactericidal 
Effects. DERYL HART AND JEAN NICKS, Durham, N. C. A.M.A. Arch. Surg. 
82:449-465, March, 1961. 


This article presents the authors’ experience of 30 years in the control of air- 
borne bacteria in the environment of open surgical wounds. The bactericidal effect 
of ultraviolet radiation and the tolerance of the exposed tissues were demonstrated. 
The approximate intensity determined to be safe for exposed tissues and bac- 
tericidally effective has since been maintained at the operative site. However, 
the original concept of a barrage of radiation on and about the wound has gradu- 
ally changed to the concept of total room sanitation. With this changed concept, 
the intensities of irradiation on the floor, in the upper air, and at the periphery of 
the room have been increased, the intensity of radiation on the heads of the operat- 
ing team was decreased, and the intensity on the floor was increased, whereas a 
constant intensity on the wound was maintained by increasing the distance traveled 
by the beam of ultraviolet light from the radiation source to the wound. The 
radiation intensity at any point varies inversely as the square of the distance from 
the source. The greater the distance from source to the wound, the nearer the higher 
intensity on the head of the operating team and the lower intensity on the floor 
approach the constant intensity maintained on the incision. This increased dis- 
tance was obtained in rooms with high ceilings by mounting the units higher above 
the floor. In rooms with lower ceilings the increased distance was obtained by 
mounting the units 7 feet above the floor with a reflector to direct all radiation 
upward against a ceiling made reflective by painting it with aluminum paint. The 
various locations of radiation units used and the intensity distribution obtained 
are reported. The bactericidal effects are recorded by graphs and illustrated by 
photographs of cultures. These cover the bacterial flora floating in the air and 
those that have sedimented on exposed surfaces. Clinical results for the years 
1930 to 1941 have been published, and the results from 1941 to 1961 are now being 
tabulated and will be recorded in an early publication. 5 references. 20 figures. 
1 table.—Author’s abstract. 


Ultraviolet radiation of operative wounds is currently the subject of a double-blind 
study being conducted as a cooperative study in a number of university hospitals. 
The outcome of this study may help to evaluate the method so long and so carefully 
studied al the Duke University Hospital—M. M. R. 
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BOOK REVIEWS 


Key and Conwell’s Management of Fractures, Dislocations and Sprains, ed. 7. 
H. EARLE CONWELL AND FRED C. REYNOLDS. St. Louis, Mo. C. V. Mosby Co., 
1961. 1153 pp. 1227 illus. $27.00. 


A statement from the preface of this new edition neatly epitomizes the authors’ 
philosophy of treatment: “‘. . . we have found little reason to depart from the basic 
concept of conservatism.” 

The chapters devoted to hand injuries and facial fractures have been revised, 
the general text has been brought up to date, and a new extensive discussion of 
intramedullary nailing and the use of hip prostheses has been included. Injuries 
associated with fractures, complications of fractures, and factors tending to cause 
nonunion receive adequate emphasis. The diagnosis and treatment of specific 
injuries of each region are presented exhaustively, and in most cases alternative 
forms of treatment are outlined and the authors’ preferences stated. The hanging 
cast method of treating uncomplicated, nonimpacted fractures of the upper or 
middle shaft of the humerus in adults is discussed at length; however, the use of 
local plaster splints to treat such fractures is not mentioned. Not all authorities 
agree with the statement (p. 318) that dislocation of the axis with fracture of the 
odontoid is usually fatal. This text can be highly recommended to all students of 
surgery.—Robert E. Condon. 


Surgery of the Aorta and Its Branches. JAMES D. HARDY. Philadelphia, Pa. J. B. 
Lippincott Co., 1960. 386 pp. 75 illus. $6.50. 


This small monograph is both succinct and practical. References following each 
of the seven chapters reflect the advances of vascular surgery during the 1950’s. 
The text is well illustrated, and an adequate index is supplied. Anyone desiring 
an up to date reference work in major vascular surgery will appreciate the book.— 
Lloyd M. Nyhus. 


The Surgical Treatment of Intracranial Meningiomas. COLLIN s. MAC CARTY. 
Springfield, Ill. Charles C Thomas, 1961. 69 pp. 15 illus. $4.50. 


This is a rather technical book, beginning with a short statistical survey of the 
usual locations of meningiomas within the intracranial cavity, and continuing with 
a resumé of the various surgical approaches that can be used for these lesions. 
The author deals individually with the meningiomas residing within specific areas 
of the calvarium. By and large, each specific category of meningioma is illustrated 
by a case, with accompanying half-tone illustrations of the tumor removal. Fol- 
lowing the discussion of the individual tumors, the problems of subsequent wound 
closure are described. This volume, although small, covers the topic well and in 
this reviewer’s opinion fulfills a need, in however limited a field, for technical 
neurosurgical information surprisingly lacking in modern textbooks. It is a wel- 
come addition to the neurological surgeon’s library and of particular interest to 
the resident in neurological surgery.—Lowell E. White, Jr. 
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ANNOUNCEMENTS 


Research on New Physiologic Electronic Devices. With the award of a $240,000 
grant to Dr. Adrian Kantrowitz, the Department of Health, Education, and 
Welfare (Public Health Service, National Institutes) made known its support of 
a long-term program to develop the use of electronics in controlling physiologic 
systems. The grant will enable Dr. Kantrowitz to advance his study of the im- 
plantation of electronic circuits and devices as a means of restoring control to both 
malfunctioning and nonfunctioning parts of the body. The control of limb move- 
ments and heart functions will be among major areas of investigation. Stress will 
be placed on studies which may eliminate confinement of bulbar polio victims to 
iron lungs. A project to construct electronically controlled artificial sphincters 
for patients suffering from urinary and fecal incontinence will be initiated. Also, 
Dr. Kantrowitz will further his efforts in the development of the Cardiac Pace- 
maker, which has been used successfully in the treatment of Stokes-Adams dis- 
ease. Finally, he will continue investigation of an auxiliary heart device to adjust 
improper functioning of the heart. Dr. Kantrowitz has been associated with 
Maimonides Hospital and the Downstate Medical Center, State University of 
New York, Brooklyn, N. Y., since 1955. 


Epilepsy Foundation Awards Grant to Further Brain Surgery. A new 
technique for brain surgery will be sought by researchers at George Washington 
University School of Medicine under a medical grant from the Epilepsy Founda- 
tion (Federal Association for Epilepsy). The grant will provide funds for special 
equipment and the services of a part-time surgical technician in a pilot study 
directed toward developing methods for avoiding hemorrhage by local freezing 
of tissue to prevent excessive bleeding in certain types of brain surgery. The 
project will be under the supervision of Dr. Norman Horwitz, of the Department 
of Neurological Surgery, George Washington Medical School, Washington, D. C. 


Fourth International Congress of Allergology to Be Held. The Fourth In- 
ternational Congress of Allergology will be held October 15-20, 1961, at the Com- 
modore Hotel, New York, N. Y. Topics to be discussed at the meetings will include 
immunology of cancer, basic immunology, steroid therapy, and allergic manifesta- 
tions, with attention to the role of pharmacologically active substances, histamine 
and serotonin antagonists, wandering cells in allergy, physiologic patterns in 
allergic disorders, asthma, autoimmune diseases, microbial agents as allergens, 
constituents of ragweed pollen, hyposensitization to pollens, antibodies in atopic 
and reaginic allergies, and hypersensitivity to chemical allergens (contact derma- 
titis, drug allergy). Chairman of the organizing committee for the congress is 
Dr. William B. Sherman, Roosevelt Hospital, 428 West 59, New York 19, N. Y. 
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¢ Antibiotics & Chemotherapy: domestic one year $15, three years, $39; 
foreign $16 and $42. 


¢ Quarterly Review of Pediatrics: domestic one year $11, three years $28; 
foreign $12 and $31. 

* Quarterly Review of Surgery, Obstetrics & Gynecology, (Quarterly 

Review of Surgery, beginning with April-June 1961 issue): same as Quart. 

Rev. Pediat. 

¢ Journal of Clinical and Experimental Psychopathology & Quarterly 

Review of Psychiatry and Neurology: same as Quart. Rev. Pediat. 


Back Issues of HERMES PRESS Journals Available 


CURRENTLY AVAILABLE from the publisher are the issues listed in the table below. 
Because of constant demand, Hermes Press cannot guarantee future availability. 


Advance payment is required for back issues, plus postage of 25 cents 
for a single journal or $1.00 for the available numbers of one volume. 


The Hermes journals, with their current subscription rates, are 


1 monthly journal 


3 quarterly journals 


Numbers Price/ Numbers Price/ 
Year Vol. available copy Total Year Vol. available copy Total 
Antib. g Chemo. Quart. Rev. Pediat. 

1 None O.P. 1954 9 1-4 (all) $6.00 $24.00 
1952 2 3,4,6,10,11 $6.00 $30.00 1955. 10 1-4 (all) 5.75 23.0 
1953 3 1,3-12 5.50 60.50 1956 11 1-4 (all) 5.50 22.00 
1954 4 1-4, 7-12 5.00 50.00 1957 12 1-4 (all) 5.00 20.00 
1955 5 1-12 (all) 4.50 54.00 1958 13 1-4 (all) 4.50 18.00 
1956 6 1-12 (ail) 4.00 48.00 1959 614 3, 4.00 8.00 
1957 7 #1,2,5-12 3.50 35.00 1960 15 1-4 (all) 3.50 14.00 
1958 8 1,3-12 3.00 33.00 1961 16 All 3.00 U.S. 
1959 9 2-2 : 2.50 27.50 
1960. 10 1-12 (all) 2.00 24.00 Quart. Rev. Surg., Obst. § Gynec. 

1961 11 All 1.50 U.S. 1954 11 1-4 (all) $6.00 $24.00 
1.75 foreign 1955 12 1-4 (all) 5.75 23.00 
Anlib. Med. § Clin. Therap. 1956 13 1-4 (all) 5.50 22.00 
1955 1 2-49, 11, 12 $5.00 $55.00 1957 14 1-4 (all) 5.00 20.00 
1956 2 155 4.50 27.00 1958 15 1-4 (all) 4.50 18.00 
1956 3 6-12 4.50 31.50 1959 16 1-4 (all) 4.00 16.00 
1957 4 1-12 (ail) 4.00 48.00 1960 17 1-4 (all) 3.50 14.00 
1958 5 1-5, 7-12 3.50 38.50 1961 18 All 3.00 U.S. 
19007 2-18 250 27.00 J. Clin, Exper. Peychopath. § Quart. R 
1960 7 2-12 Clin. Exper. Psyc uart, Rev. 
1961 8 1,2 2.00 4. Psychiat. Neurol. 
1951 12 1,34 $6.75 $20.25 
Internat. Rec. M 1952 13 1, 6.50 3.00 
1 $5. 
4. 
4. 
3: 
3. 
2. 
2. 
1. 
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